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IMPACT OF ADHERENCE TO THERAPY EDUCATION BASED ON HEALTH PROMOTION MODEL
 
Impact of Education for Adherence to Therapy Based on Health 
Promotion Model on the Quality of Life in HIV-infected Patients
ABSTRACT
 Background and objective: The use of antiretroviral drugs may aﬀect the qual-
ity of life of HIV-infected patients. The aim of this study was to evaluate the im-
pact of education for adherence to therapy based on health promotion model 
on quality of life of HIV-infected patients under antiretroviral therapy (ART) in 
the city of Bushehr, Iran.
 Materials and methods: This study was a quasi-experimental study which had 
been carried out on 61 HIV positive patients under ART. In the intervention 
group, face to face training of 31 patients was carried out based on health pro-
motion model through two education sessions with a two-week interval also 
with an educational booklet  of adherence to therapy; and 30 members of the 
control group received routine cares of the health center during the study pe-
riod. Data collection tool in this study consisted of demographic characteristics, 
constructs related to health promotion model, and quality of life questionnaire 
(SF36). Questionnaires about constructs were answered before, immediately, 
and three months after education. Questionnaires about adherence to therapy 
and quality of life were answered before, and three months after education. 
The data were analyzed by using descriptive statistics, independent t test, chi-
square test, ANOVA with repeated measure, and paired t test through SPSS18.
Results: Education caused significant changes in all constructs of health pro-
motion model including belief to therapy, benefits and barriers to adherence, 
social support and self-adherence (p < 0.001) and positively changed people’s 
attitudes towards therapy. Quality of life in physical, general health, emotional 
and mental health factors also increased significantly among education (inter-
vention) group (p < 0.001).
Conclu sion: The findings of this study indicate the eﬀectiveness of training pro-
grams to enhance the quality of life of patients in which this change had been 
achieved through impact on patients’ beliefs and attitudes on adherence to 
therapy.
Paper Type: Research Article.
Keywords: Quality of life, Positive HIV, Adherence to therapy, Health promotion 
model, Quality of life Short Form (36) Health Survey (SF36), Bushehr.
 Citation: Esmaili F, Tahmasebi R, Noroozi A, Vahdat K. Impact of education for 
adherence to therapy based on health promotion model on the quality of life 
in HIV-infected patients.  Iran J Health Educ Health Promot. Autumn 2016;4(3): 
173-183.
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ﺑﻴﻤﺎﺭﺍﻥ ﺁﻟﻮﺩﻩ ﺑﻪ ﺍﻳﺪﺯ )VIH ﻣﺜﺒﺖ(
ﭼﻜﻴﺪ ﻩ
ﺯﻣﻴﻨﻪ ﻭ ﻫﺪﻑ: ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺩﺍﺭﻭﻫﺎﻯ ﺿﺪ ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ ﻣﻤﻜﻦ ﺍﺳﺖ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﻴﻤﺎﺭﺍﻥ ﻣﺒﺘﻼ ﺑﻪ ﺍﻳﺪﺯ ﺭﺍ 
ﺗﺤﺖ ﺗﺄﺛﻴﺮ ﻗﺮﺍﺭ ﺩﻫﺪ. ﻫﺪﻑ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺑﺮﺭﺳﻰ ﺗﺄﺛﻴﺮ ﺁﻣﻮﺯﺵ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺑﺮ ﺍﺳﺎﺱ ﺍﻟﮕﻮﻯ ﺍﺭﺗﻘﺎء  
ﺳﻼﻣﺖ ﺑﺮ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﻴﻤﺎﺭﺍﻥ VIH ﻣﺜﺒﺖ ﺗﺤﺖ ﺩﺭﻣﺎﻥ ﺿﺪ ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ ﺷﻬﺮ ﺑﻮﺷﻬﺮ ﺑﻮﺩ.
ﻣﻮﺍﺩ ﻭ ﺭﻭﺵ ﻫﺎ: ﭘﮋﻭﻫﺶ ﺣﺎﺿﺮ ﻳﻚ ﻣﻄﺎﻟﻌﻪ ﻧﻴﻤﻪ ﺗﺠﺮﺑﻰ ﺍﺳﺖ ﻛﻪ ﺑﺮ ﺭﻭﻯ 16 ﺑﻴﻤﺎﺭ ﺗﺤﺖ ﺩﺭﻣﺎﻥ ﺍﻧﺠﺎﻡ ﺷﺪ. 
ﺑﻴﻤﺎﺭﺍﻥ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ )13 ﻧﻔﺮ(، ﺁﻣﻮﺯﺵ ﭼﻬﺮﻩ ﺑﻪ ﭼﻬﺮﻩ ﻣﺒﺘﻨﻰ ﺑﺮ ﺍﻟﮕﻮﻯ ﺍﺭﺗﻘﺎء ﺳﻼﻣﺖ ﻃﻰ ﺩﻭ ﺟﻠﺴﻪ ﺁﻣﻮﺯﺷﻰ 
ﺑﻪ ﻓﺎﺻﻠﻪ ﺩﻭ ﻫﻔﺘﻪ ﻭ ﻳﻚ ﻛﺘﺎﺑﭽﻪ ﺁﻣﻮﺯﺷﻰ، ﺟﻬﺖ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺩﺭﻳﺎﻓﺖ ﻛﺮﺩﻧﺪ. ﺍﻓﺮﺍﺩ ﮔﺮﻭﻩ ﺷﺎﻫﺪ )03 
ﻧﻔﺮ(، ﺁﻣﻮﺯﺵ ﻫﺎﻯ ﺭﻭﺗﻴﻦ ﻣﺮﻛﺰ ﺭﺍ ﺩﺭﻳﺎﻓﺖ ﻛﺮﺩﻧﺪ. ﺍﺑﺰﺍﺭ ﮔﺮﺩﺁﻭﺭﻯ ﺩﺍﺩﻩ ﻫﺎ ﺷﺎﻣﻞ ﺍﻃﻼﻋﺎﺕ ﺟﻤﻌﻴﺖ ﺷﻨﺎﺧﺘﻰ، 
ﺳﺆﺍﻻﺕ ﺳﺎﺯﻩ ﻫﺎﻯ ﺍﻟﮕﻮﻯ ﺍﺭﺗﻘﺎء ﺳﻼﻣﺖ ﻭ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ )63FS( ﺑﻮﺩ. ﭘﺮﺳﺸﻨﺎﻣﻪ ﻫﺎﻯ ﻣﺮﺑﻮﻁ 
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ﺗﻜﻤﻴﻞ ﺷﺪﻧﺪ. ﺩﺭ ﺗﺤﻠﻴﻞ ﺩﺍﺩﻩ ﻫﺎ ﻋﻼﻭﻩ ﺑﺮ ﺁﻣﺎﺭﻩ ﻫﺎﻱ ﺗﻮﺻﻴﻔﻰ، ﺍﺯ ﺁﺯﻣﻮﻥ ﻫﺎﻯ ﺗﻰ ﻣﺴﺘﻘﻞ ﻭ ﻛﺎﻯ ﺍﺳﻜﻮﺋﺮ، ﺁﺯﻣﻮﻥ 
ﺁﻧﺎﻟﻴﺰ ﻭﺍﺭﻳﺎﻧﺲ ﺩﺍﺩﻩ ﻫﺎﻯ ﺗﻜﺮﺍﺭﻯ ﻭ ﺍﺯ ﺁﺯﻣﻮﻥ ﺗﻰ ﺯﻭﺟﻰ ﺗﻮﺳﻂ 81SSPS ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪ.
ﻳﺎﻓﺘﻪ ﻫﺎ:  ﺁﻣﻮﺯﺵ  ﻣﻮﺟﺐ  ﺗﻐﻴﻴﺮ  ﻣﻌﻨﺎﺩﺍﺭ  ﺩﺭ  ﻛﻠﻴﻪ  ﺳﺎﺯﻩ ﻫﺎﻯ  ﺍﻟﮕﻮﻯ  ﺍﺭﺗﻘﺎء  ﺳﻼﻣﺖ  ﺷﺎﻣﻞ  ﺍﻋﺘﻘﺎﺩ  ﻧﺴﺒﺖ  ﺑﻪ 
ﺩﺭﻣﺎﻥ،  ﻓﻮﺍﻳﺪ  ﻭ  ﻣﻮﺍﻧﻊ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ،  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  ﻭ  ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ  )p  > 
100,0( ﺷﺪ ﻭ ﻧﮕﺮﺵ ﺍﻓﺮﺍﺩ ﻧﺴﺒﺖ ﺑﻪ ﺩﺭﻣﺎﻥ ﺭﺍ ﺑﻪ ﻃﻮﺭ ﻣﺜﺒﺖ ﺗﻐﻴﻴﺮ ﺩﺍﺩ. ﺑﻌﻼﻭﻩ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺩﺭ ﭼﻬﺎﺭ ﺑﻌﺪ 
ﺟﺴﻤﻰ، ﺳﻼﻣﺖ ﻋﻤﻮﻣﻰ، ﻋﺎﻃﻔﻰ ﻭ ﺳﻼﻣﺖ ﺭﻭﺍﻧﻰ ﺩﺭ ﮔﺮﻭﻩ ﺁﻣﻮﺯﺵ  )p > 100,0( ﻧﺴﺒﺖ ﺑﻪ ﮔﺮﻭﻩ ﻛﻨﺘﺮﻝ 
ﺑﻪ ﻃﻮﺭ ﻣﻌﻨﺎﺩﺍﺭﻯ ﺍﺭﺗﻘﺎء ﻳﺎﻓﺖ.
ﻧﺘﻴﺠﻪ ﮔﻴﺮﻯ: ﻳﺎﻓﺘﻪ ﻫﺎﻯ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ ﺍﺛﺮﺑﺨﺸﻰ ﺑﺮﻧﺎﻣﻪ ﺁﻣﻮﺯﺷﻰ ﺟﻬﺖ ﺍﺭﺗﻘﺎء ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﻴﻤﺎﺭﺍﻥ 
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ﻧﻮﻉ ﻣﻘﺎﻟﻪ: ﻣﻄﺎﻟﻌﻪ ﭘﮋﻭﻫﺸﻰ.
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ﺑﺮ ﺍﺳﺎﺱ ﺁﺧﺮﻳﻦ ﺁﻣﺎﺭ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺗﻮﺳﻂ ﺳﺎﺯﻣﺎﻥ ﺟﻬﺎﻧﻰ ﺑﻬﺪﺍﺷﺖ، 
ﺩﺭ ﺳﺎﻝ 3102 ﺗﻌﺪﺍﺩ 53 ﻣﻴﻠﻴﻮﻥ ﻧﻔﺮ ﺁﻟﻮﺩﻩ ﺑﻪ ﺑﻴﻤﺎﺭﻯ ﺍﻳﺪﺯ ﺑﻮﺩﻩ ﻭ 
ﺗﻌﺪﺍﺩ  ﻣﻮﺍﺭﺩ  ﺟﺪﻳﺪ  ﺁﻟﻮﺩﻩ ﺷﺪﻩ  ﺩﺭ  ﺟﻬﺎﻥ  ﺩﺭ  ﺍﻳﻦ  ﺳﺎﻝ 1/2  ﻣﻴﻠﻴﻮﻥ 
ﻧﻔﺮ  ﻭ  ﺗﻌﺪﺍﺩ  ﻣﻮﺍﺭﺩ  ﻓﻮﺕ ﺷﺪﻩ 5/1  ﻣﻴﻠﻴﻮﻥ  ﻧﻔﺮ  ﺑﻮﺩﻩ  ﺍﺳﺖ.  ﺍﻣﺮﻭﺯﻩ 
ﺗﻌﺪﺍﺩ 9/21 ﻣﻴﻠﻴﻮﻥ ﻧﻔﺮ ﺩﺭ ﺟﻬﺎﻥ ﺩﺍﺭﻭﻯ ﺿﺪ ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ ﺩﺭﻳﺎﻓﺖ 
ﻣﻰ ﻛﻨﻨﺪ  ﻭ  ﺩﺭﺻﺪ  ﺍﻓﺮﺍﺩﻯ  ﻛﻪ  ﺑﺎ  VIH  ﺯﻧﺪﮔﻰ  ﻣﻰ ﻛﻨﻨﺪ  ﻭ  ﺩﺍﺭﻭ 
ﻧﻤﻰ ﮔﻴﺮﻧﺪ، ﺍﺯ 09 ٪ ﺩﺭ ﺳﺎﻝ 6002 ﺑﻪ 36 ٪ ﺩﺭ ﺳﺎﻝ 3102 ﺭﺳﻴﺪﻩ 
ﺍﺳﺖ )1(. ﺩﺭ ﺍﻳﺮﺍﻥ ﻧﻴﺰ ﺗﺨﻤﻴﻦ ﺯﺩﻩ ﻣﻰ ﺷﻮﺩ ﻛﻪ 58 ﻫﺰﺍﺭ ﻧﻔﺮ ﻣﺒﺘﻼ 
ﺑﻪ VIH ﺑﺎﺷﻨﺪ ﻭ ﺗﺎﻛﻨﻮﻥ 5346 ﻧﻔﺮ ﻣﺒﺘﻼ ﺑﻪ ﺍﻳﺪﺯ ﺷﻨﺎﺳﺎﻳﻰ ﺷﺪﻩ ﻭ 
6106 ﻧﻔﺮ ﺍﺯ ﺍﻓﺮﺍﺩ ﻣﺒﺘﻼ ﻓﻮﺕ ﻛﺮﺩﻩ ﺍﻧﺪ )2(.
ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺩﺭ  ﻃﻮﻝ  ﺩﻭ  ﺩﻫﻪ  ﮔﺬﺷﺘﻪ  ﺍﺯ  ﻣﻬﻢ ﺗﺮﻳﻦ 
ﻣﻮﺿﻮﻋﺎﺕ  ﺗﺤﻘﻴﻘﺎﺕ  ﺑﺎﻟﻴﻨﻰ  ﺑﻮﺩﻩ  ﻭ  ﺑﻪ ﻋﻨﻮﺍﻥ  ﻳﻜﻰ  ﺷﺎﺧﺺ ﻫﺎ  ﻭ 
ﺍﺑﺰﺍﺭﻫﺎﻯ ﺍﺭﺯﻳﺎﺑﻰ ﻛﻨﻨﺪﻩ ﻣﺮﺍﻗﺒﺖ ﺍﺯ ﺑﻴﻤﺎﺭﺍﻥ ﺑﻪ ﺁﻥ ﺗﺄﻛﻴﺪ ﺷﺪﻩ ﺍﺳﺖ 
)3(. ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ، ﻳﻚ ﻣﻔﻬﻮﻡ ﻭﺳﻴﻊ ﻭ ﭘﻴﭽﻴﺪﻩ ﺍﺳﺖ ﻛﻪ ﺗﺤﺖ 
ﺗﺄﺛﻴﺮ  ﺳﻼﻣﺖ  ﺟﺴﻤﺎﻧﻰ،  ﻭﺿﻌﻴﺖ  ﺭﻭﺍﻧﻰ،  ﺍﻋﺘﻘﺎﺩﺍﺕ  ﻓﺮﺩﻯ،  ﺭﻭﺍﺑﻂ 
ﺍﺟﺘﻤﺎﻋﻰ ﻭ ﻋﻮﺍﻣﻞ ﻣﺤﻴﻄﻰ ﻗﺮﺍﺭ ﺩﺍﺭﺩ )4(. ﺑﺮﺭﺳﻰ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ 
ﻣﺮﺗﺒﻂ  ﺑﺎ  ﺳﻼﻣﺖ  ﺩﺭ  ﺑﻴﻤﺎﺭﻯ ﻫﺎﻯ  ﻣﺰﻣﻦ  ﺍﻫﻤﻴﺖ  ﺯﻳﺎﺩﻯ  ﺩﺍﺭﺩ؛  ﺍﻣﺎ 
ﻣﻄﺎﻟﻌﺎﺕ ﻛﻤﻰ ﺩﺭ ﻣﻮﺭﺩ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﻴﻤﺎﺭﺍﻥ ﻣﺒﺘﻼ ﺑﻪ VIH ﺍﻧﺠﺎﻡ 
ﺷﺪﻩ ﺍﺳﺖ )4(.
ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﻳﻚ ﺟﺰء ﺣﻴﺎﺗﻰ ﺩﺭ ﺑﻴﻤﺎﺭﻯ ﺍﻳﺪﺯ ﺍﺳﺖ. ﻭ 
ﺍﺯ ﻃﺮﻓﻰ، ﻫﺪﻑ ﺍﺯ ﺩﺭﻣﺎﻥ ﺩﺭ ﻛﻠﻴﻪ ﺑﻴﻤﺎﺭﻯ ﻫﺎﻯ ﻣﺰﻣﻦ ﺍﺯﺟﻤﻠﻪ ﺍﻳﺪﺯ 
ﺑﻬﺒﻮﺩ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺍﺳﺖ. ﺑﺎﺍﻳﻦ ﻭﺟﻮﺩ، ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺩﺍﺭﻭﻫﺎﻯ ﺿﺪ 
ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ  ﺩﺭ  ﺑﻴﻤﺎﺭﺍﻥ  ﻣﺒﺘﻼ  ﺑﻪ  VIH  ﺑﻪ  ﺩﻟﻴﻞ  ﻋﻮﺍﺭﺽ  ﺟﺎﻧﺒﻰ 
ﻣﻤﻜﻦ ﺍﺳﺖ ﺑﺎ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻯ ﺭﻭﺯﺍﻧﻪ ﺗﺪﺍﺧﻞ ﻛﻨﺪ. ﭘﻴﭽﻴﺪﮔﻰ ﺭژﻳﻢ ﻫﺎﻯ 
ﺩﺭﻣﺎﻧﻰ ﻧﻴﺰ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺭﺍ ﺗﺤﺖ ﺗﺄﺛﻴﺮ ﻗﺮﺍﺭ ﺩﺍﺩﻩ ﻭ ﺧﻮﺩ ﺑﻪ ﻋﻨﻮﺍﻥ 
ﻳﻚ ﻣﺎﻧﻊ ﺑﺮﺍﻯ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﻋﻤﻞ ﻣﻰ ﻛﻨﺪ )5-6(. ﺍﺭﺗﺒﺎﻁ ﺑﻴﻦ 
ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﻭ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺗﺎﻛﻨﻮﻥ ﺑﻪ ﺧﻮﺑﻰ ﺑﺮﺭﺳﻰ ﻧﺸﺪﻩ 
ﺍﺳﺖ.  ﺩﺭ  ﺑﺮﺧﻰ  ﻣﻄﺎﻟﻌﺎﺕ  ﻧﻴﺰ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ،  ﻣﻮﺟﺐ  ﺑﻬﺒﻮﺩ 
ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺷﺪﻩ ﺍﺳﺖ )5-7(؛ ﺩﺭﺣﺎﻟﻰ ﻛﻪ ﭘﺎﻳﺒﻨﺪﻧﺒﻮﺩﻥ ﺑﻪ ﺭژﻳﻢ 
ﻣﻮﺟﺐ  ﻛﺎﻫﺶ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺷﺪﻩ  ﺍﺳﺖ  )6،  8(.  ﺑﻪ ﻋﻼﻭﻩ  ﺗﺎ  ﺑﻪ 
ﺣﺎﻝ  ﺍﻛﺜﺮ  ﻣﻄﺎﻟﻌﺎﺕ  ﺑﺪﻭﻥ  ﺗﻤﺮﻛﺰ  ﺑﺮ  ﺍﻟﮕﻮﻫﺎﻯ  ﺗﻐﻴﻴﺮ  ﺭﻓﺘﺎﺭ  ﺑﻮﺩﻩ 
ﺍﺳﺖ )5-8(. ﺍﺯﺟﻤﻠﻪ ﻳﺎﻓﺘﻪ ﻫﺎﻯ ﻣﻄﺎﻟﻌﻪ ﻣﻦ ﻫﺎﻳﻤﺮ١ ﻭ ﻫﻤﻜﺎﺭﺍﻥ )5( 
ﺑﺮ ﺭﻭﻯ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺿﺪ ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ٢ ﻭ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺩﺭ 
ﺑﻴﻤﺎﺭﺍﻥ ﺗﺤﺖ ﺩﺭﻣﺎﻥ ﺍﻳﺪﺯ ﻧﺸﺎﻥ ﺩﺍﺩﻧﺪ ﺍﻓﺮﺍﺩﻯ ﻛﻪ 001 ٪ ﭘﺎﻳﺒﻨﺪﻯ 
ﺑﻪ ﺩﺭﻣﺎﻥ ﺩﺍﺷﺘﻨﺪ، ﺩﺭ ﻃﻮﻝ 21 ﻣﺎﻩ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﺴﻴﺎﺭ ﺑﻬﺘﺮﻯ ﺭﺍ 
ﻧﺴﺒﺖ ﺑﻪ ﻛﺴﺎﻧﻰ ﻛﻪ ﻛﻤﺘﺮ ﺍﺯ 08 ٪ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺩﺍﺷﺘﻨﺪ ﺑﻴﺎﻥ 
ﺩﺍﺷﺘﻪ  ﺑﻮﺩﻧﺪ؛  ﻭ  ﺑﻪ ﻃﻮﺭﻛﻠﻰ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ  ﺑﺎ  ﺍﻓﺰﺍﻳﺶ  ﻛﻴﻔﻴﺖ 
ﺯﻧﺪﮔﻰ  ﻫﻤﺮﺍﻩ  ﺑﻮﺩ.  ﻣﻄﺎﻟﻌﻪ  ﻓﻮﻣﺎﺯ  ﻭ  ﻫﻤﻜﺎﺭﺍﻥ )6(  ﻧﻴﺰ  ﻣﺆﻳﺪ  ﺗﺄﺛﻴﺮ 
ﻣﺜﺒﺖ  ﺩﻭ  ﺭﻭِﺵ  ﺩﺭﻣﺎﻧﻰ  ﺩﺭ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ  ﻭ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ 
ﺑﻮﺩ. ﻣﻄﺎﻟﻌﻪ ﮔﻮﺟﺎﺭﺩ ﻭ ﻫﻤﻜﺎﺭﺍﻥ )8( ﻧﻴﺰ ﺗﺄﺛﻴﺮ ﻣﺪﺍﺧﻠﻪ ﺁﻣﻮﺯﺷﻰ ﺭﺍ 
ﺩﺭ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﻭ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﻴﻤﺎﺭﺍﻥ ﺗﺤﺖ ﺩﺭﻣﺎﻥ ﺍﻳﺪﺯ 
ﮔﺰﺍﺭﺵ ﻧﻤﻮﺩ. 
ﺩﺭ ﻫﻴﭻ ﻳﻚ ﺍﺯ ﺍﻳﻦ ﻣﻄﺎﻟﻌﺎﺕ ﺑﻴﺎﻥ ﺷﺪﻩ ﺍﺯ ﺍﻟﮕﻮﻫﺎﻯ ﺗﻐﻴﻴﺮ ﺭﻓﺘﺎﺭ 
ﺩﺭ  ﺁﻣﻮﺯﺵ  ﺍﺳﺘﻔﺎﺩﻩ ﻧﺸﺪﻩ  ﺍﺳﺖ.  ﻟﺬﺍ  ﻻﺯﻡ  ﺍﺳﺖ  ﻣﻄﺎﻟﻌﺎﺕ  ﻣﺘﻌﺪﺩﻯ 
ﺩﺭ  ﺯﻣﻴﻨﻪ  ﺗﺄﺛﻴﺮ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ  ﺑﺮ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺑﻴﻤﺎﺭﺍﻥ، 
ﺑﻪ ﻭﻳﮋﻩ  ﺑﺎ  ﺍﺳﺘﻔﺎﺩﻩ  ﺍﺯ  ﺍﻟﮕﻮﻫﺎ  ﻭ  ﻧﻈﺮﻳﻪ ﻫﺎﻯ  ﻣﺨﺘﻠﻒ،  ﺍﻧﺠﺎﻡ  ﺷﻮﺩ  ﺗﺎ 
ﺍﺛﺮﺑﺨﺸﻰ  ﺍﻳﻦ  ﺍﻟﮕﻮﻫﺎ  ﺩﺭ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ  ﻭ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ 
ﺑﻴﻤﺎﺭﺍﻥ  ﻣﻮﺭﺩﺑﺮﺭﺳﻰ  ﻗﺮﺍﺭ  ﮔﻴﺮﺩ.  ﺯﻳﺮﺍ  ﺍﻟﮕﻮﻫﺎ  ﻋﻮﺍﻣﻞ  ﺍﺻﻠﻰ  ﻛﻪ 
ﺭﻓﺘﺎﺭ  ﻣﻮﺭﺩﻧﻈﺮ  ﺭﺍ  ﺗﺤﺖ  ﺗﺄﺛﻴﺮ  ﻗﺮﺍﺭ  ﻣﻰ ﺩﻫﻨﺪ  ﺭﺍ  ﺷﻨﺎﺳﺎﻳﻰ  ﻛﺮﺩﻩ  ﻭ 
ﺭﻭﺍﺑﻂ ﺑﻴﻦ ﺍﻳﻦ ﻋﻮﺍﻣﻞ ﺭﺍ ﻣﺸﺨﺺ ﻣﻰ ﻛﻨﻨﺪ. ﻳﻜﻰ ﺍﺯ ﺍﻟﮕﻮ ﻫﺎﻯ ﺟﺎﻣﻊ 
ﻭ ﭘﻴﺸﮕﻮﻳﻰ ﻛﻨﻨﺪﻩ ﻛﻪ ﺟﻬﺖ ﺭﻓﺘﺎﺭﻫﺎﻯ ﺍﺭﺗﻘﺎء ﺩﻫﻨﺪﻩ ﺳﻼﻣﺖ ﺍﺳﺘﻔﺎﺩﻩ 
ﻣﻰ ﺷﻮﺩ، ﺍﻟﮕﻮﻯ ﺍﺭﺗﻘﺎء ﺳﻼﻣﺖ ﭘﺮﻭﻓﺴﻮﺭ ﭘﻨﺪﺭ ﺍﺳﺖ. ﺩﺭ ﺍﻳﻦ ﺍﻟﮕﻮ، 
ﺭﻓﺘﺎﺭ  ﺍﺭﺗﻘﺎء ﺩﻫﻨﺪﻩ  ﺳﻼﻣﺖ  ﺗﺤﺖ  ﺗﺄﺛﻴﺮ  ﺳﻪ  ﻋﺎﻣﻞ  ﻗﺮﺍﺭ  ﻣﻰ ﮔﻴﺮﻧﺪ: 
1(  ﺗﺠﺮﺑﻪ ﻫﺎ  ﻭ  ﻭﻳﮋﮔﻰ ﻫﺎﻯ  ﻓﺮﺩﻯ،  2(  ﺷﻨﺎﺧﺖ  ﻭ  ﻋﻮﺍﻃﻒ  ﺧﺎﺹ 
ﺭﻓﺘﺎﺭ  ﻭ  3(  ﭘﻴﺎﻣﺪ  ﺭﻓﺘﺎﺭﻯ  ﻳﺎ  ﺭﻓﺘﺎﺭ  ﺍﺭﺗﻘﺎءﺩﻫﻨﺪﻩ  ﺳﻼﻣﺖ.  ﻣﻔﻬﻮﻡ 
ﺗﺠﺮﺑﻴﺎﺕ ﻭ ﻭﻳﮋﮔﻲ ﻫﺎﻱ ﻓﺮﺩﻯ ﻣﻔﻬﻮﻣﻰ ﺍﺳﺖ، ﻛﻪ ﺑﻪ ﻃﻮﺭ ﻣﺴﺘﻘﻴﻢ ﻳﺎ 
ﻏﻴﺮﻣﺴﺘﻘﻴﻢ  ﺍﺯ  ﻃﺮﻳﻖ  ﺷﻨﺎﺧﺖ  ﻭ  ﻋﻮﺍﻃﻒ  ﺭﻓﺘﺎﺭﻯ،  ﺭﻓﺘﺎﺭ  ﺭﺍ  ﺗﺤﺖ 
ﺗﺄﺛﻴﺮ ﻗﺮﺍﺭ ﻣﻲ ﺩﻫﺪ ﻭ ﺷﺎﻣﻞ ﺭﻓﺘﺎﺭ ﻫﺎﻯ ﻣﺮﺗﺒﻂ ﻗﺒﻠﻰ ﻭ ﻋﻮﺍﻣﻞ ﺷﺨﺼﻰ 
ﺍﺯﺟﻤﻠﻪ ﻋﻮﺍﻣﻞ ﺯﻳﺴﺖ ﺷﻨﺎﺧﺘﻰ، ﺭﻭﺍﻥ ﺷﻨﺎﺧﺘﻰ، ﺍﺟﺘﻤﺎﻋﻰ- ﻓﺮﻫﻨﮕﻰ 
ﻭ  ﻭﻳﮋﮔﻰ ﻫﺎﻯ  ﻋﻤﻮﻣﻰ  ﻓﺮﺩ  ﻣﺎﻧﻨﺪ  ﺳﻦ،  ﺟﻨﺲ،  ﻧﮋﺍﺩ  ﻭ  ﻭﺿﻌﻴﺖ 
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ﺼﻠﻨ
ﺍﺟﺘﻤﺎﻋﻰ -  ﺍﻗﺘﺼﺎﺩﻯ  ﺍﺳﺖ.  ﻣﻔﻬﻮﻡ  ﺍﺣﺴﺎﺳﺎﺕ  ﻭ  ﺷﻨﺎﺧﺖ ﻫﺎﻯ ﻓ
ﺍﺧﺘﺼﺎﺻﻰ  ﺭﻓﺘﺎﺭ  ﺷﺎﻣﻞ  ﻓﻮﺍﻳﺪ  ﻭ  ﻣﻮﺍﻧﻊ  ﺩﺭﻙ ﺷﺪﻩ،  ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ 
 ﺩﺭﻙ ﺷﺪﻩ، ﻋﻮﺍﻃﻒ ﻣﺮﺗﺒﻂ ﺑﺎ ﺭﻓﺘﺎﺭ، ﺗﺄﺛﻴﺮ ﮔﺬﺍﺭﻧﺪﻩ ﻫﺎﻯ ﺑﻴﻦ ﻓﺮﺩﻯ ﻭ 
ﺗﺄﺛﻴﺮﮔﺬﺍﺭﻧﺪﻩ ﻫﺎﻯ ﻣﻮﻗﻌﻴﺘﻰ ﺍﺳﺖ )9،01(.
ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺿﺮﻭﺭﺕ ﺍﺭﺗﻘﺎء ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﻴﻤﺎﺭﺍﻥ ﻫﻢ ﺯﻣﺎﻥ ﺑﺎ 
ﺍﻓﺰﺍﻳﺶ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﻭ ﺍﺯ ﻃﺮﻓﻰ ﻧﺒﻮﺩ ﻣﻄﺎﻟﻌﺎﺕ ﻧﻈﺮﻳﻪ ﻣﺤﻮﺭ 
ﺩﺭ ﺍﻳﻦ ﺭﺍﺳﺘﺎ، ﺗﺼﻤﻴﻢ ﺑﺮ ﺁﻥ ﺷﺪ ﻛﻪ ﻣﻄﺎﻟﻌﻪ ﺍﻯ ﺑﺎ ﺑﻪ ﻛﺎﺭﮔﻴﺮﻯ ﺍﻟﮕﻮﻯ 
ﺍﺭﺗﻘﺎء ﺳﻼﻣﺖ ﺑﻪ ﻋﻨﻮﺍﻥ ﭼﺎﺭﭼﻮﺑﻰ ﻧﻈﺮﻯ ﺟﻬﺖ ﺍﺭﺗﻘﺎء ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ 
ﺩﺭﻣﺎﻥ ﻃﺮﺍﺣﻰ ﺷﻮﺩ ﺗﺎ ﺗﺄﺛﻴﺮ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺑﺮ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ 
ﺑﻴﻤﺎﺭﺍﻥ  ﺗﺤﺖ  ﺩﺭﻣﺎﻥ  ﺑﺮﺭﺳﻰ  ﻭ  ﺩﺭ  ﺻﻮﺭﺕ  ﺍﺛﺮﺑﺨﺶ  ﺑﻮﺩﻥ  ﺍﻳﻦ 
ﺍﻟﮕﻮﻯ ﺁﻣﻮﺯﺷﻰ، ﻋﻼﻭﻩ ﺑﺮ ﺍﺭﺗﻘﺎء ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ، ﺑﺘﻮﺍﻥ ﮔﺎﻣﻰ 
ﺩﺭ ﺟﻬﺖ ﺍﺭﺗﻘﺎء ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﻴﻤﺎﺭﺍﻥ ﺑﺮﺩﺍﺷﺖ.
ﻣﻮﺍﺩ ﻭ ﺭﻭﺵ ﻫﺎ
ﺍﻳﻦ  ﻣﻄﺎﻟﻌﻪ  ﭘﮋﻭﻫﺸﻰ  ﻧﻴﻤﻪ ﺗﺠﺮﺑﻰ  ﺑﻮﺩ؛  ﻛﻪ  ﺑﺮ  ﺭﻭﻯ  16  ﻧﻔﺮ  ﺍﺯ 
ﺑﻴﻤﺎﺭﺍﻥ  VIH  ﻣﺜﺒﺖ  ﺗﺤﺖ  ﺩﺭﻣﺎﻥ  ﺿﺪ  ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ  ﻣﺮﻛﺰ  ﻣﺸﺎﻭﺭﻩ 
ﺑﻴﻤﺎﺭﻯ ﻫﺎﻯ ﺭﻓﺘﺎﺭﻯ ﺷﻬﺮ ﺑﻮﺷﻬﺮ ﺍﻧﺠﺎﻡ ﺷﺪ. ﻣﻌﻴﺎﺭ ﻭﺭﻭﺩ ﺁﺯﻣﻮﺩﻧﻲ ﻫﺎ ﺩﺭ 
ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺩﺍﺷﺘﻦ ﺍﻧﺪﻳﻜﺎﺳﻴﻮﻥ ﺩﺭﻣﺎﻥ ﺿﺪ ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ ﺑﺎ  4DCﺯﻳﺮ 
053، ﺳﻦ ﺑﺎﻻﻯ 81 ﺳﺎﻝ، ﺩﺍﺷﺘﻦ ﺳﻮﺍﺩ ﺧﻮﺍﻧﺪﻥ ﻭ ﻧﻮﺷﺘﻦ ﻭ ﺩﺍﺷﺘﻦ 
ﺳﻼﻣﺖ ﺭﻭﺣﻰ- ﺭﻭﺍﻧﻰ ﻭ ﻣﻌﻴﺎﺭ ﺧﺮﻭﺝ ﻧﺪﺍﺷﺘﻦ ﺭﺿﺎﻳﺖ ﺟﻬﺖ ﺷﺮﻛﺖ 
ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﺑﻮﺩ. ﺑﻪ ﺩﻟﻴﻞ ﻣﺤﺪﻭﺩ ﺑﻮﺩﻥ ﺗﻌﺪﺍﺩ ﺑﻴﻤﺎﺭﺍﻥ ﺗﺤﺖ ﺩﺭﻣﺎﻥ، 
ﻫﻤﻪ ﺑﻴﻤﺎﺭﺍﻥ ﻣﻮﺟﻮﺩ )ﺗﺤﺖ ﺩﺭﻣﺎﻥ( ﺑﻪ ﺭﻭﺵ ﺳﺮﺷﻤﺎﺭﻯ ﺑﺮﺍﻯ ﻣﻄﺎﻟﻌﻪ 
ﺍﻧﺘﺨﺎﺏ ﺷﺪﻧﺪ. ﺑﺪﻳﻦ ﺗﺮﺗﻴﺐ ﻛﻪ ﺍﺑﺘﺪﺍ ﺑﺎ ﺗﻤﺎﺱ ﺗﻠﻔﻨﻰ ﺭﺿﺎﻳﺖ ﺍﻓﺮﺍﺩ 
ﺗﺤﺖ ﺩﺭﻣﺎﻧﻰ ﻛﻪ ﻣﻌﻴﺎﺭﻫﺎﻯ ﻭﺭﻭﺩ ﺑﻪ ﻣﻄﺎﻟﻌﻪ ﺭﺍ ﺩﺍﺷﺘﻨﺪ ﻛﺴﺐ ﺷﺪﻩ 
ﻭ  ﺳﭙﺲ  ﺍﻓﺮﺍﺩﻯ  ﻛﻪ  ﺣﺎﺿﺮ  ﺑﻪ  ﺷﺮﻛﺖ  ﺩﺭ  ﻣﻄﺎﻟﻌﻪ  ﺑﻮﺩﻧﺪ  ﺑﺎ  ﺭﻭﺵ 
ﻗﺮﻋﻪ ﻛﺸﻰ  ﺑﻪ  ﺩﻭ  ﮔﺮﻭﻩ  ﺗﺤﺖ  ﺁﻣﻮﺯﺵ  )ﻣﺪﺍﺧﻠﻪ(  ﻭ  ﺑﺪﻭﻥ  ﺁﻣﻮﺯﺵ 
)ﺷﺎﻫﺪ( ﺗﻘﺴﻴﻢ ﺷﺪﻧﺪ. 
ﺍﺑﺰﺍﺭ ﮔﺮﺩﺁﻭﺭﻯ ﺩﺍﺩﻩ ﻫﺎﻱ ﭘﮋﻭﻫﺶ، ﭘﺮﺳﺸﻨﺎﻣﻪ ﺍﻯ ﺳﻪ ﺑﺨﺸﻰ ﺑﻮﺩ. 
ﺑﺨﺶ ﺍﻭﻝ ﺷﺎﻣﻞ ﺳﺆﺍﻻﺗﻰ ﻣﺮﺑﻮﻁ ﺑﻪ ﺗﺠﺮﺑﻴﺎﺕ ﻭ ﻭﻳﮋﮔﻰ ﻫﺎﻯ ﻓﺮﺩﻯ 
ﺑﺎ  51  ﺳﺆﺍﻝ  ﺍﺳﺖ  ﻭ  ﺷﺎﻣﻞ  ﺳﻦ،  ﺟﻨﺲ،  ﻭﺿﻌﻴﺖ  ﺗﺄﻫﻞ،  ﻣﻴﺰﺍﻥ 
ﺗﺤﺼﻴﻼﺕ،  ﺩﺍﺷﺘﻦ  ﺍﻋﺘﻴﺎﺩ  ﻭ  ﻧﻮﻉ  ﻣﺎﺩﻩ  ﻣﺼﺮﻓﻰ،  ﻭﺿﻌﻴﺖ  ﺷﻐﻠﻰ، 
ﻃﻮﻝ  ﻣﺪﺕ  ﻣﺼﺮﻑ  ﺩﺍﺭﻭﻯ  ﺿﺪ  ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ  ﺩﺭ  ﺯﻣﺎﻥ  ﻣﻄﺎﻟﻌﻪ، 
ﻧﻮﻉ  ﺩﺍﺭﻭﻯ  ﻣﺼﺮﻓﻰ  ﺩﺭ  ﺯﻣﺎﻥ  ﻣﻄﺎﻟﻌﻪ،  ﺗﻌﺪﺍﺩ  ﻗﺮﺹ ﻫﺎﻯ  ﻣﺼﺮﻓﻰ، 
ﺳﺎﺑﻘﻪ    ﭘﺎﻳﺒﻨﺪﻧﺒﻮﺩﻥ  ﺑﻪ  ﺩﺭﻣﺎﻥ ﻫﺎﻯ  ﻣﺮﺑﻮﻁ  ﺑﻪ  ﺑﻴﻤﺎﺭﻯ ﻫﺎﻯ  ﺩﻳﮕﺮ  ﻭ 
ﻫﻤﭽﻨﻴﻦ  ﭘﺎﻳﺒﻨﺪﻧﺒﻮﺩﻥ  ﺑﻪ  ﺩﺭﻣﺎﻥ  ﺿﺪ  ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ  ﺩﺭ  ﻧﻮﺑﺖ ﻫﺎﻯ 
ﻗﺒﻠﻰ ﺭﺍ ﻣﻮﺭﺩﺑﺮﺭﺳﻰ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻨﺪ. 
ﺑﺨﺶ  ﺩﻭﻡ  ﺷﺎﻣﻞ  ﭘﺮﺳﺸﻨﺎﻣﻪ ﻫﺎﻯ  ﻣﺮﺑﻮﻁ  ﺑﻪ  ﻣﻔﻬﻮﻡ  ﺷﻨﺎﺧﺖ 
ﻭ  ﻋﻮﺍﻃﻒ  ﺧﺎﺹ  ﺭﻓﺘﺎﺭ  ﺷﺎﻣﻞ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺳﺎﺯﻩ   ﻓﻮﺍﻳﺪ   ﺩﺭﻙ ﺷﺪﻩ 
ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ، ﺍﻋﺘﻘﺎﺩ ﻭ ﻋﻮﺍﻃﻒ ﺩﺭﺑﺎﺭﻩ ﺩﺍﺭﻭ، ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺳﺎﺯﻩ 
ﻣﻮﺍﻧﻊ ﺩﺭﻙ ﺷﺪﻩ ﺩﺭﺑﺎﺭﻫﻰ ﻣﺼﺮﻑ ﺩﺍﺭﻭ، ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ ﻣﺼﺮﻑ ﺩﺍﺭﻭ 
ﻭ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  ﻣﻲ ﺷﺪ.  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﻓﻮﺍﻳﺪ   ﻣﺼﺮﻑ 
ﺩﺍﺭﻭﻫﺎﻯ  ﺿﺪ  ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ  ﺑﺎ  5  ﺳﺆﺍﻝ  ﻓﻮﺍﻳﺪ  ﻣﺼﺮﻑ  ﺩﺍﺭﻭ  ﺭﺍ 
ﻣﻰ ﺳﻨﺠﻴﺪ. ﺍﻳﻦ ﺳﺆﺍﻻﺕ ﺍﺯ ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺍﺳﺘﺎﻧﺪﺍﺭﺩ 03 ﺳﺆﺍﻟﻰ ﻧﮕﺮﺵ 
ﻧﺴﺒﺖ ﺑﻪ ﺩﺍﺭﻭ ﺍﺳﺘﺨﺮﺍﺝ ﺷﺪ. ﺳﺆﺍﻻﺕ ﺍﻳﻦ ﺳﺎﺯﻩ ﺑﺎ ﻣﻘﻴﺎﺱ ﻟﻴﻜﺮﺕ 
5  ﮔﺰﻳﻨﻪ ﺍﻱ  ﺍﺯ  ﻛﺎﻣًﻼ  ﻣﻮﺍﻓﻘﻢ )ﻧﻤﺮﻩ 5(  ﺗﺎ  ﻛﺎﻣًﻼ  ﻣﺨﺎﻟﻔﻢ )ﻧﻤﺮﻩ 1( 
ﻧﻤﺮﻩ ﺩﻫﻰ  ﺷﺪ )11(.  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺍﻋﺘﻘﺎﺩ  ﺩﺭﺑﺎﺭﻩ  ﺩﺍﺭﻭ١  ﺗﻮﺳﻂ  ﻫﻮﺭﻥ 
ﻭ ﻫﻤﻜﺎﺭﺍﻥ )21( ﻃﺮﺍﺣﻰ ﺷﺪﻩ ﺍﺳﺖ. ﺍﻳﻦ ﭘﺮﺳﺸﻨﺎﻣﻪ ﺍﺣﺴﺎﺳﺎﺕ ﺩﺭ 
ﻣﻮﺭﺩ ﺩﺍﺭﻭﻫﺎﻯ ﺧﺎﺹ ﺭﺍ ﺩﺭ ﺩﻭ ﺯﻳﺮﻣﻘﻴﺎﺱ 5 ﺳﺆﺍﻟﻰ ﺷﺎﻣﻞ ﺍﺭﺯﻳﺎﺑﻰ 
ﺑﺎﻭﺭﻫﺎ ﺩﺭ ﻣﻮﺭﺩ ﺿﺮﻭﺭﺕ ﻣﺼﺮﻑ ﺩﺍﺭﻭﻫﺎﻯ ﺗﺠﻮﻳﺰ ﺷﺪﻩ ﻭ ﺍﺭﺯﻳﺎﺑﻰ 
ﻧﮕﺮﺍﻧﻰ ﻫﺎ  ﺩﺭ  ﻣﻮﺭﺩ  ﻋﻮﺍﺭﺽ  ﻃﻮﻻﻧﻰ ﻣﺪﺕ  ﺩﺍﺭﻭﻫﺎ  ﺑﺮﺭﺳﻰ  ﻣﻰ ﻛﻨﺪ. 
ﺳﺆﺍﻻﺕ ﺍﻳﻦ ﺳﺎﺯﻩ ﺑﺎ ﻣﻘﻴﺎﺱ ﻟﻴﻜﺮﺕ 5 ﮔﺰﻳﻨﻪ ﺍﻱ ﺍﺯ ﻛﺎﻣًﻼ ﻣﻮﺍﻓﻘﻢ 
)ﻧﻤﺮﻩ  5(  ﺗﺎ  ﻛﺎﻣًﻼ  ﻣﺨﺎﻟﻔﻢ  )ﻧﻤﺮﻩ  1(  ﺳﻨﺠﻴﺪﻩ  ﺷﺪﻩ ﺍﻧﺪ.  ﭘﺮﺳﺸﻨﺎﻣﻪ 
ﻣﻮﺍﻧﻊ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ٢ ﺩﺍﺭﺍﻯ 52 ﺳﺆﺍﻝ ﺍﺳﺖ. ﺍﻳﻦ ﭘﺮﺳﺸﻨﺎﻣﻪ ﺩﺭ 
5 ﺣﻴﻄﻪ ﺷﺎﻣﻞ ﺁﮔﺎﻫﻰ ﻭ ﻧﮕﺮﺵ ﺩﺭﺑﺎﺭﻩ ﺩﺍﺭﻭﻫﺎﻯ ﺿﺪ ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ 
)4  ﺳﺆﺍﻝ(،  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  ﺩﺭ  ﺯﻣﻴﻨﻪ  ﻣﺼﺮﻑ  ﺩﺍﺭﻭ )5  ﺳﺆﺍﻝ(، 
ﻛﻴﻔﻴﺖ  ﺩﺍﺭﻭﻫﺎ  )5  ﺳﺆﺍﻝ(،  ﻣﺴﺎﺋﻞ  ﻣﺮﺑﻮﻁ  ﺑﻪ  ﺑﺮﻧﺎﻣﻪ ﺭﻳﺰﻯ  )6 
ﺳﺆﺍﻝ( ﻭ ﺣﺎﻓﻈﻪ )5 ﺳﺆﺍﻝ( ﺑﻮﺩﻩ ﻭ ﺑﺎ ﻣﻘﻴﺎﺱ ﻟﻴﻜﺮﺕ 5 ﮔﺰﻳﻨﻪ ﺍﻱ ﺍﺯ 
ﻛﺎﻣًﻼ ﻣﻮﺍﻓﻘﻢ )ﻧﻤﺮﻩ 5( ﺗﺎ ﻛﺎﻣًﻼ ﻣﺨﺎﻟﻔﻢ )ﻧﻤﺮﻩ 1( ﺳﻨﺠﻴﺪﻩ ﻣﻰ ﺷﻮﻧﺪ 
)31(. ﭘﺮﺳﺸﻨﺎﻣﻪ ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ 21 ﺳﺆﺍﻝ ﺩﺍﺷﺘﻪ ﻭ ﺑﺎ ﻣﻘﻴﺎﺱ 11 
ﻧﻘﻄﻪ ﺍﻯ  ﺑﺎ  ﻧﻤﺮﻩ  ﺻﻔﺮ  )ﻛﺎﻣًﻼ  ﻧﻤﻰ ﺗﻮﺍﻧﻢ  ﺍﻧﺠﺎﻡ  ﺩﻫﻢ(  ﺗﺎ  ﺩﻩ  )ﻛﺎﻣًﻼ 
ﻣﻰ ﺗﻮﺍﻧﻢ ﺍﻧﺠﺎﻡ ﺩﻫﻢ( ﻧﻤﺮﻩ ﮔﺬﺍﺭﻯ ﺷﺪﻩ ﺍﺳﺖ ﻭ ﻣﻴﺰﺍﻥ ﺍﻃﻤﻴﻨﺎﻥ ﻓﺮﺩ 
)QMB( eriannotiseuQ notiacideM tuoba sfeileB  .1
)QAMP( eriannotiseuQ ecnerehdA notiacideM tnetiaP  .2
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ﺄﺛﻴ
/  ﺗ
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ﻫﻤ
ﻰ ﻭ 
ﻋﻴﻠ
ﺳﻤﺎ
ﺩﺭ ﻣﻮﺭﺩ ﺗﻮﺍﻧﺎﻳﻰ ﺧﻮﺩ ﺑﺮﺍﻯ ﻣﺼﺮﻑ ﻣﻨﻈﻢ ﺩﺍﺭﻭﻯ ﺿﺪ ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ  ﺍ
ﺩﺭ  ﺷﺮﺍﻳﻂ  ﻣﺨﺘﻠﻒ  ﺭﺍ  ﺑﺮﺭﺳﻰ  ﻣﻰ ﻛﻨﺪ  )41(.  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺣﻤﺎﻳﺖ 
ﺍﺟﺘﻤﺎﻋﻰ  ﺑﺎ  91  ﺳﺆﺍﻝ  ﺣﻤﺎﻳﺖ  ﻓﺮﺩ  ﺗﻮﺳﻂ  ﺍﻋﻀﺎﻯ  ﺧﺎﻧﻮﺍﺩﻩ  ﻭ 
ﺩﻭﺳﺘﺎﻥ ﺭﺍ ﺩﺭ ﺣﻴﻄﻪ ﻫﺎﻯ ﻣﺨﺘﻠﻒ ﺭﻭﺍﻧﻰ- ﻋﺎﻃﻔﻰ ﺑﺎ ﻣﻘﻴﺎﺱ ﻟﻴﻜﺮﺕ 
4 ﮔﺰﻳﻨﻪ ﺍﻱ ﺍﺯ ﻫﻴﭻ ﮔﺎﻩ )ﻧﻤﺮﻩ 1( ﺗﺎ ﻫﻤﻴﺸﻪ )ﻧﻤﺮﻩ 4( ﻣﻮﺭﺩﺳﻨﺠﺶ 
ﻗﺮﺍﺭ  ﻣﻰ ﺩﻫﺪ.  ﺍﻳﻦ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺗﻮﺳﻂ  ﺷﺮﺑﻮﺭﻥ  ﻭ  ﺍﺳﺘﻴﻮﺍﺭﺕ  )51( 
ﺩﺭ  ﭼﻬﺎﺭ  ﺣﻴﻄﻪ   ﺣﻤﺎﻳﺖ  ﺍﻃﻼﻋﺎﺗﻰ،  ﺍﺣﺴﺎﺳﻰ،  ﻋﺎﻃﻔﻰ  ﻭ  ﺍﺟﺘﻤﺎﻋﻰ 
ﻃﺮﺍﺣﻰ ﺷﺪﻩ ﺍﺳﺖ.
ﺑﺨﺶ  ﺳﻮﻡ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺭﺍ  ﻣﻮﺭﺩﺳﻨﺠﺶ  ﻗﺮﺍﺭ  ﻣﻰ ﺩﻫﺪ. 
ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺗﻮﺳﻂ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺍﺳﺘﺎﻧﺪﺍﺭﺩ63FS ﺍ١  ﻣﻮﺭﺩﺳﻨﺠﺶ 
ﻗﺮﺍﺭ  ﮔﺮﻓﺖ.  ﻓﺮﻡ  63  ﻋﺒﺎﺭﺗﻰ  ﺍﻳﻦ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺗﻮﺳﻂ  ﺷﺮﺑﻮﻥ 
ﻃﺮﺍﺣﻰ  ﺷﺪ  ﻭ  ﺭﻭﺍﻳﻲ  ﻭ  ﭘﺎﻳﺎﻳﻰ  ﺁﻥ  ﺩﺭ  ﮔﺮﻭﻩ ﻫﺎﻯ  ﻣﺨﺘﻠﻒ  ﺑﺮﺭﺳﻰ 
ﺷﺪﻩ ﺍﺳﺖ. ﻫﺪﻑ ﺁﻥ ﺍﺭﺯﻳﺎﺑﻰ ﺳﻼﻣﺖ ﺟﺴﻤﺎﻧﻰ ﻭ ﺭﻭﺍﻧﻰ ﺍﺳﺖ ﻛﻪ 
ﺑﻪ ﻭﺳﻴﻠﻪ ﺗﺮﻛﻴﺐ ﻧﻤﺮﺍﺕ ﺣﻴﻄﻪ ﻫﺎﻯ ﻫﺸﺖ ﮔﺎﻧﻪ ﺗﺸﻜﻴﻞ ﺩﻫﻨﺪﻩ ﺳﻼﻣﺖ 
ﺷﺎﻣﻞ ﺳﻼﻣﺖ ﻋﻤﻮﻣﻰ، ﻋﻤﻠﻜﺮﺩ ﺟﺴﻤﺎﻧﻰ، ﻣﺤﺪﻭﺩﻳﺖ ﺍﻳﻔﺎﻯ ﻧﻘﺶ 
ﺑﻪ  ﺩﻻﻳﻞ  ﺟﺴﻤﺎﻧﻰ،  ﻣﺤﺪﻭﺩﻳﺖ  ﺍﻳﻔﺎﻯ  ﻧﻘﺶ  ﺑﻪ  ﺩﻻﻳﻞ  ﻋﺎﻃﻔﻰ،  ﺩﺭﺩ 
ﺑﺪﻧﻰ،  ﻋﻤﻠﻜﺮﺩ  ﺍﺟﺘﻤﺎﻋﻰ،  ﺧﺴﺘﮕﻰ  ﻳﺎ  ﻧﺸﺎﻁ  ﻭ  ﺳﻼﻣﺖ  ﻋﺎﻃﻔﻰ 
ﺑﻪ ﺩﺳﺖ ﻣﻰ ﺁﻳﺪ.  ﭘﺎﻳﻴﻦ ﺗﺮﻳﻦ  ﻧﻤﺮﻩ  ﺩﺭ  ﺍﻳﻦ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺩﺭ  ﻫﺮ  ﻳﻚ 
ﺍﺯ  ﺍﺑﻌﺎﺩ  ﺟﺴﻤﺎﻧﻰ  ﻭ  ﺭﻭﺍﻧﻰ  ﺻﻔﺮ  ﻭ  ﺑﺎﻻﺗﺮﻳﻦ  ﻧﻤﺮﻩ  ﺁﻥ 001  ﺍﺳﺖ. 
ﭘﺎﻳﺎﻳﻰ  ﻭ  ﺭﻭﺍﻳﻰ  ﻧﺴﺨﻪ  ﻓﺎﺭﺳﻰ  ﺍﻳﻦ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺩﺭ  ﺍﻳﺮﺍﻥ  ﺗﺄﻳﻴﺪﺷﺪﻩ 
ﺍﺳﺖ )9/0-7/0= r(. ﺑﺮﺭﺳﻰ ﻣﻨﺘﻈﺮﻯ ﻭ ﻫﻤﻜﺎﺭﺍﻥ )61( ﺩﺭ ﺳﺎﻝ 
4831  ﻧﺸﺎﻥ  ﺩﺍﺩ  ﻛﻪ  ﻫﻤﻪ  ﻫﺸﺖ  ﻣﻘﻴﺎﺱ  ﺑﻪ ﺟﺰ  ﻣﻘﻴﺎﺱ  ﻧﺸﺎﻁ  ﺍﺯ 
ﺁﻟﻔﺎﻯ ﻛﺮﻭﻧﺒﺎﺥ ﺑﺎﻻﺗﺮ ﺍﺯ 7/0 ﺑﺮﺧﻮﺭﺩﺍﺭ ﺑﻮﺩﻧﺪ.
ﻛﻠﻴﻪ  ﺳﺆﺍﻻﺕ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﺑﻪ ﺟﺰ  ﺑﺨﺶ  ﺳﻮﻡ  )ﺳﺆﺍﻻﺕ  ﻣﺮﺑﻮﻁ 
ﺑﻪ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ( ﺩﺭ ﺳﻪ ﻣﺮﺣﻠﻪ ﻗﺒﻞ، ﺑﻼﻓﺎﺻﻠﻪ ﻭ ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ 
ﺁﻣﻮﺯﺵ  ﺗﻜﻤﻴﻞ  ﺷﺪﻧﺪ  ﻭ  ﺍﺯﺁﻧﺠﺎﻳﻰ ﻛﻪ  ﺗﻐﻴﻴﺮ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﻟﺰﻭﻣًﺎ 
ﺩﺭ  ﻃﻰ  ﺯﻣﺎﻥ  ﺍﻳﺠﺎﺩﺷﺪﻩ  ﻭ  ﺑﻼﻓﺎﺻﻠﻪ  ﺑﻌﺪ  ﺍﺯ  ﺁﻣﻮﺯﺵ  ﺍﻣﻜﺎﻥ  ﺗﻐﻴﻴﺮ 
ﺁﻥ ﻭﺟﻮﺩ ﻧﺪﺍﺷﺖ، ﺑﻨﺎﺑﺮﺍﻳﻦ ﺳﺆﺍﻻﺕ ﺑﺨﺶ ﺳﻮﻡ ﻣﺮﺑﻮﻁ ﺑﻪ ﻛﻴﻔﻴﺖ 
ﺯﻧﺪﮔﻰ ﺩﺭ ﺩﻭ ﻣﺮﺣﻠﻪ ﻗﺒﻞ ﻭ ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﺁﻣﻮﺯﺵ ﺗﻜﻤﻴﻞ ﺷﺪﻧﺪ.
ﺟﻬﺖ  ﺑﺮﺭﺳﻰ  ﺭﻭﺍﻳﻰ  ﺍﺑﺰﺍﺭ،  ﭘﺮﺳﺸﻨﺎﻣﻪ ﻫﺎ  ﺗﻮﺳﻂ  11  ﻧﻔﺮ  ﺍﺯ 
yevruS htlaeH )63( mroF trohS ehT  .1
ﺍﻋﻀﺎﻯ ﭘﺎﻧﻞ ﺧﺒﺮﮔﺎﻥ ﺑﺮﺭﺳﻰ ﻭ ﻧﺴﺒﺖ ﺭﻭﺍﻳﻰ ﻣﺤﺘﻮﺍﻳﻲ ﻭ ﺷﺎﺧﺺ 
ﺭﻭﺍﻳﻰ ﻣﺤﺘﻮﺍ ﻣﺤﺎﺳﺒﻪ ﺷﺪ. ﺍﺯﺁﻧﺠﺎﻳﻰ ﻛﻪ ﺩﺍﺭﻭ ﺑﻪ ﻃﻮﺭ ﺭﺍﻳﮕﺎﻥ ﺗﻮﺳﻂ 
ﻣﺮﻛﺰ  ﻣﺸﺎﻭﺭﻩ  ﺑﻴﻤﺎﺭﻯ ﻫﺎﻯ  ﺭﻓﺘﺎﺭﻯ  ﺩﺭ  ﺍﺧﺘﻴﺎﺭ  ﺑﻴﻤﺎﺭﺍﻥ  ﻗﺮﺍﺭ  ﺩﺍﺩﻩ 
ﻣﻰ ﺷﺪ،  ﺩﻭ  ﺳﺆﺍﻝ  ﺍﺯ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﻣﻮﺍﻧﻊ  ﺩﺭﻙ ﺷﺪﻩ  ﺣﺬﻑ  ﺷﺪ.  ﭘﺲ 
ﺍﺯ  ﻣﺤﺎﺳﺒﻪ  ﻧﺴﺒﺖ  ﻭ  ﺷﺎﺧﺺ  ﺭﻭﺍﻳﻰ  ﻣﺤﺘﻮﺍﻳﻲ  ﺩﻭ  ﺳﺆﺍﻝ  ﺩﻳﮕﺮ  ﺍﺯ 
ﭘﺮﺳﺸﻨﺎﻣﻪ ﻣﻮﺍﻧﻊ ﺩﺭﻙ ﺷﺪﻩ، ﻳﻚ ﺳﺆﺍﻝ ﺍﺯ ﭘﺮﺳﺸﻨﺎﻣﻪ ﺍﻋﺘﻘﺎﺩ ﻧﺴﺒﺖ 
ﺑﻪ ﺩﺍﺭﻭ ﻭ ﻳﻚ ﺳﺆﺍﻝ ﺍﺯ ﭘﺮﺳﺸﻨﺎﻣﻪ ﺣﻤﺎﻳﺖ ﺍﺟﺘﻤﺎﻋﻰ ﺣﺬﻑ ﺷﺪﻧﺪ. 
ﺑﻨﺎﺑﺮﺍﻳﻦ،  ﺗﻌﺪﺍﺩ  ﺳﺆﺍﻻﺕ  ﻧﻬﺎﻳﻰ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﻣﻮﺍﻧﻊ  ﺩﺭﻙ ﺷﺪﻩ  12 
ﺳﺆﺍﻝ،  ﺍﻋﺘﻘﺎﺩ  ﻧﺴﺒﺖ  ﺑﻪ  ﺩﺍﺭﻭ  9  ﻭ  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  81  ﺳﺆﺍﻝ 
ﺷﺪﻧﺪ.  ﺟﻬﺖ  ﺗﻌﻴﻴﻦ  ﭘﺎﻳﺎﻳﻰ  ﺍﺑﺰﺍﺭ  ﻧﻴﺰ  ﻳﻚ  ﻧﻤﻮﻧﻪ  ﭘﺮﺳﺸﻨﺎﻣﻪ  ﻧﻬﺎﻳﻰ 
ﺩﺭ ﺍﺧﺘﻴﺎﺭ 8  ﻧﻔﺮ ﺍﺯ ﺑﻴﻤﺎﺭﺍﻥ  ﺗﺤﺖ ﺩﺭﻣﺎﻥ ﺿﺪ  ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ ﻗﺮﺍﺭ 
ﮔﺮﻓﺖ. ﺿﺮﻳﺐ ﺁﻟﻔﺎﻯ ﻛﺮﻭﻧﺒﺎﺥ ﺑﺮﺍﻯ ﺳﺎﺯﻩ ﺍﻋﺘﻘﺎﺩ ﻧﺴﺒﺖ ﺑﻪ ﺩﺍﺭﻭ 
27/0،  ﻓﻮﺍﻳﺪ  ﻣﺼﺮﻑ  ﺩﺍﺭﻭ  57/0،  ﻣﻮﺍﻧﻊ  ﻣﺼﺮﻑ  ﺩﺍﺭﻭ  27/0، 
ﺣﻤﺎﻳﺖ ﺍﺟﺘﻤﺎﻋﻰ 59/0 ﻭ ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ 79/0 ﺑﻮﺩ.
ﺟﻬﺖ  ﻣﺪﺍﺧﻠﻪ   ﺁﻣﻮﺯﺷﻰ  ﺩﺭ  ﮔﺮﻭﻩ  ﻣﺪﺍﺧﻠﻪ،  ﺁﻣﻮﺯﺵ  ﭼﻬﺮﻩ ﺑﻪ ﭼﻬﺮﻩ 
ﺑﺮﺍﻯ  13  ﻧﻔﺮ  ﺍﺯ  ﺑﻴﻤﺎﺭﺍﻥ  ﺗﺤﺖ  ﺩﺭﻣﺎﻥ  ﻃﻰ  ﺩﻭ  ﺟﻠﺴﻪ  ﺁﻣﻮﺯﺷﻰ  ﺑﻪ 
ﻓﺎﺻﻠﻪ ﺩﻭ ﻫﻔﺘﻪ ﺍﻧﺠﺎﻡ ﺷﺪ. ﺑﻌﺪ ﺍﺯ ﺣﻀﻮﺭ ﺍﻓﺮﺍﺩ ﺩﺭ ﻣﺮﻛﺰ ﻣﺸﺎﻭﺭﻩ، ﺍﺑﺘﺪﺍ 
ﺍﻫﺪﺍﻑ ﻣﻄﺎﻟﻌﻪ ﺑﺮﺍﻯ ﺍﻳﺸﺎﻥ ﺗﻮﺿﻴﺢ ﺩﺍﺩﻩ ﺷﺪ. ﺳﭙﺲ ﺍﺯ ﺁﻥ ﻫﺎ ﺧﻮﺍﺳﺘﻪ 
ﺷﺪ ﺗﺎ ﻓﺮﻡ ﺭﺿﺎﻳﺖ ﻛﺘﺒﻰ ﺭﺍ ﺑﻪ ﻫﻤﺮﺍﻩ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻫﺎ ﺗﻜﻤﻴﻞ ﻛﻨﻨﺪ. ﺟﻬﺖ 
ﺗﺪﺍﺧﻞ ﻧﺪﺍﺷﺘﻦ ﻭ ﺑﺮﺧﻮﺭﺩ ﺍﻓﺮﺍﺩ ﺑﺎ ﻫﻢ ﺩﺭ ﻣﺤﻴﻂ ﭘﮋﻭﻫﺶ، ﺟﻠﺴﻪ ﻣﺸﺎﻭﺭﻩ 
ﺑﺮﺍﻯ ﻫﺮ ﻓﺮﺩ ﺑﻪ ﺻﻮﺭﺕ ﺟﺪﺍﮔﺎﻧﻪ ﺩﺭ ﺭﻭﺯﻫﺎﻱ ﻣﺨﺘﻠﻒ ﺗﻨﻈﻴﻢ ﺷﺪ. ﺩﺭ 
ﺟﻠﺴﻪ ﺍﻭﻝ ﺩﺭ ﺭﺍﺑﻄﻪ ﺑﺎ ﺑﻴﻤﺎﺭﻯ ﺍﻳﺪﺯ، ﺭﺍﻩ ﻫﺎﻯ ﺍﻧﺘﻘﺎﻝ ﻭ ﭘﻴﺸﮕﻴﺮﻯ ﺍﺯ 
ﺑﻴﻤﺎﺭﻯ ﻭ ﺳﭙﺲ ﺩﺭﻣﺎﻥ ﺑﻴﻤﺎﺭﻯ ﻭ ﻓﻮﺍﻳﺪ ﻣﺼﺮﻑ ﺩﺭﻣﺎﻥ ﺑﻪ ﺭﻭﺵ ﭘﺮﺳﺶ 
ﻭ ﭘﺎﺳﺦ ﺑﺤﺚ ﺷﺪ. ﺩﺭ ﭘﺎﻳﺎﻥ ﺍﻳﻦ ﺟﻠﺴﻪ، ﺑﺎ ﺍﻓﺮﺍﺩ ﺟﻬﺖ ﺁﻣﻮﺯﺵ ﺟﻠﺴﻪ 
ﺩﻭﻡ ﻫﻤﺎﻫﻨﮕﻰ ﻻﺯﻡ ﺑﻪ ﻋﻤﻞ ﺁﻣﺪﻩ ﻭ ﺩﻓﺘﺮﭼﻪ ﺁﻣﻮﺯﺷﻰ ﺩﺭ ﺍﺧﺘﻴﺎﺭ ﺁﻥ ﻫﺎ ﻗﺮﺍﺭ 
ﮔﺮﻓﺖ. ﭘﻴﺮﺍﻣﻮﻥ ﻣﻮﺍﻧﻊ ﻣﺼﺮﻑ ﺩﺍﺭﻭ ﺩﺭ ﺟﻠﺴﻪ ﺩﻭﻡ ﺑﺎ ﺍﻓﺮﺍﺩ ﺻﺤﺒﺖ 
ﺷﺪ ﻭ ﺳﻌﻰ ﺷﺪ ﺗﺎ ﺑﺎ ﻛﻤﻚ ﺧﻮِﺩ ﺍﻓﺮﺍﺩ ﺑﺮﺍﻯ ﻛﺎﻫﺶ ﻫﺮ ﻳﻚ ﺍﺯ ﻣﻮﺍﻧﻊ 
ﺭﺍﻩ ﺣﻞ ﻫﺎﻳﻰ ﻟﻴﺴﺖ ﺷﺪﻩ ﻭ ﻋﻤﻠﻰ ﺗﺮﻳﻦ ﺭﺍﻩ ﺣﻞ ﺍﺭﺍﺋﻪ ﺷﻮﺩ. ﺟﻬﺖ ﻛﺎﻫﺶ 
ﻓﺮﺍﻣﻮﺷﻰ ﻣﺼﺮﻑ ﺩﺍﺭﻭ ﺑﻪ ﻫﺮ ﻓﺮﺩ ﻳﻚ ﺟﻌﺒﻪ ﻳﺎﺩﺁﻭﺭ ﺩﺍﺭﻭ ﺩﺍﺩﻩ ﺷﺪ ﻭ ﺍﺯ 
ﺍﻓﺮﺍﺩ ﺩﺭﺧﻮﺍﺳﺖ ﺷﺪ ﺗﺎ ﺩﺭ ﺍﺑﺘﺪﺍﻯ ﻫﺮ ﻫﻔﺘﻪ ﺩﺍﺭﻭﻫﺎﻯ ﻫﺮﺭﻭﺯ ﺭﺍ ﺩﺭ ﺟﻌﺒﻪ 
ﻗﺮﺍﺭ ﺩﺍﺩﻩ ﻭ ﺑﺎ ﻗﺮﺍﺭ ﺩﺍﺩﻥ ﻳﺎﺩﺁﻭﺭ ﺩﺭ ﺯﻧﮓ ﺗﻠﻔِﻦ ﻫﻤﺮﺍﻩ ﺍﺣﺘﻤﺎﻝ ﻓﺮﺍﻣﻮﺵ 
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ﻛﺮﺩﻧﻦ ﺩﺍﺭﻭ ﺭﺍ ﻛﺎﻫﺶ ﺩﻫﻨﺪ. ﺩﺭ ﻫﻤﻴﻦ ﺟﻠﺴﻪ ﺍﺣﺴﺎﺱ ﺍﻓﺮﺍﺩ ﻧﺴﺒﺖ ﺑﻪ ﻓ
ﻣﺼﺮﻑ ﺩﺍﺭﻭ ﻣﻮﺭﺩﺑﺮﺭﺳﻰ ﻗﺮﺍﺭﮔﺮﻓﺘﻪ ﻭ ﺑﺎ ﺑﻴﺎﻥ ﺍﻫﻤﻴﺖ ﻣﺼﺮﻑ ﺩﺍﺭﻭ 
ﺳﻌﻰ ﺩﺭ ﺑﻬﺒﻮﺩ ﺑﺎﻭﺭ ﺍﻓﺮﺍﺩ ﺩﺭ ﻣﻮﺭﺩ ﺩﺍﺭﻭ ﺷﺪ. ﺟﻬﺖ ﺟﻠﺐ ﻫﻤﻜﺎﺭﻯ ﻭ 
ﺣﻤﺎﻳﺖ ﺍﻋﻀﺎﻯ ﺧﺎﻧﻮﺍﺩﻩ )ﺣﻤﺎﻳﺖ ﺍﺟﺘﻤﺎﻋﻰ( ﺍﻳﻦ ﺟﻠﺴﻪ ﺑﺎ ﻫﻤﺮﺍﻫﻰ ﻳﻜﻰ 
ﺍﺯ ﺍﻋﻀﺎﻯ ﺧﺎﻧﻮﺍﺩﻩ، ﻣﻌﺮﻓﻲ ﺷﺪﻩ ﺗﻮﺳﻂ ﺧﻮﺩ ﻓﺮﺩ ﺩﺭ ﺟﻠﺴﻪ ﺍﻭﻝ، ﺑﺮﮔﺰﺍﺭ 
ﺷﺪ. ﺍﻳﻦ ﻋﻀﻮ ﺧﺎﻧﻮﺍﺩﻩ ﺟﻬﺖ ﺷﺮﻛﺖ ﺩﺭ ﺟﻠﺴﻪ ﺁﻣﻮﺯﺷﻰ ﺑﻪ ﺻﻮﺭﺕ ﻛﺘﺒﻰ 
ﻭ ﻫﻤﭽﻨﻴﻦ ﺑﺎ ﺗﻤﺎﺱ ﺗﻠﻔﻨﻰ ﺩﻋﻮﺕ ﺷﺪ. ﺟﻬﺖ ﺍﺭﺗﻘﺎء ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ ﺍﺯ 
ﺗﺮﻏﻴﺐ ﻛﻼﻣﻰ ﺑﻬﺮﻩ ﮔﻴﺮﻯ ﺷﺪ. ﺑﻪ ﺍﻳﻦ ﺗﺮﺗﻴﺐ ﻛﻪ ﺩﺭ ﻣﺎﻩ ﺍﻭﻝ، ﻫﺮ ﻫﻔﺘﻪ 
ﺑﺎ  ﺍﻓﺮﺍﺩ  ﺗﻤﺎﺱ  ﺗﻠﻔﻨﻰ  ﮔﺮﻓﺘﻪ ﺷﺪﻩ  ﻭ  ﻧﺤﻮﻩ  ﻣﺼﺮﻑ  ﺩﺍﺭﻭ  ﻣﻮﺭﺩﺑﺮﺭﺳﻰ 
ﻗﺮﺍﺭ ﻣﻰ ﮔﺮﻓﺖ. ﺍﻓﺮﺍﺩﻯ ﻛﻪ ﺩﺭ ﻃﻰ ﻫﻔﺘﻪ ﺑﻪ ﻃﻮﺭ ﻣﻨﻈﻢ ﺩﺍﺭﻭ ﺭﺍ ﻣﺼﺮﻑ 
ﻛﺮﺩﻩ ﺑﻮﺩﻧﺪ، ﺑﻪ ﺻﻮﺭﺕ ﻛﻼﻣﻰ ﺗﺸﻮﻳﻖ ﺷﺪﻩ ﻭ ﺍﺯ ﺁﻥ ﻫﺎ ﺧﻮﺍﺳﺘﻪ ﻣﻰ ﺷﺪ 
ﺗﺎ ﻫﻤﭽﻨﺎﻥ ﺑﻪ ﻣﺼﺮﻑ ﺩﺍﺭﻭ ﺍﺩﺍﻣﻪ ﺩﻫﻨﺪ. ﺍﻓﺮﺍﺩﻯ ﻛﻪ ﺩﺭ ﺗﻤﺎﺱ ﺗﻠﻔﻨﻰ 
ﻣﺸﺨﺺ ﻣﻲ ﺷﺪﻧﺪ ﻛﻪ ﺩﺍﺭﻭ ﺭﺍ ﻣﺼﺮﻑ ﻧﻤﻰ ﻛﺮﺩﻧﺪ، ﻳﻚ ﺟﻠﺴﻪ ﺁﻣﻮﺯﺷﻰ 
ﺩﻳﮕﺮ )ﻳﻚ ﺟﻠﺴﻪ  ﺍﺿﺎﻓﻰ( ﺟﻬﺖ ﺑﺮﺭﺳﻰ ﻣﻮﺍﻧﻊ ﻣﺼﺮﻑ ﻭ ﺍﺭﺍﺋﻪ ﺭﺍﻩ ﺣﻞ 
ﻭ ﻧﻴﺰ ﺗﺸﻮﻳﻖ ﺁﻥ ﻫﺎ ﺑﻪ ﻣﺼﺮﻑ ﻣﻨﻈﻢ ﺩﺍﺭﻭ ﺍﺭﺍﺋﻪ ﺷﺪ. ﺍﻟﺒﺘﻪ ﺍﻳﻦ ﺟﻠﺴﻪ ﺗﻨﻬﺎ 
ﺑﺮﺍﻯ ﻳﻚ ﻧﻔﺮ ﺑﺮﮔﺰﺍﺭ ﺷﺪ. ﺗﻤﺎﺱ ﺗﻠﻔﻨﻰ ﺑﺮﺍﻯ ﺍﻓﺮﺍﺩ ﺍﻳﻦ ﮔﺮﻭﻩ ﻫﺮ ﻫﻔﺘﻪ 
ﺗﺎ ﻳﻚ ﻣﺎﻩ ﻭ ﺳﭙﺲ ﻣﺎﻫﺎﻧﻪ ﺗﺎ ﭘﺎﻳﺎﻥ ﻣﻄﺎﻟﻌﻪ )ﺳﻪ ﻣﺎﻩ( ﺍﻧﺠﺎﻡ ﺷﺪ. ﺩﺭ ﭘﺎﻳﺎﻥ 
ﺩﻭﺭﻩ ﻣﻄﺎﻟﻌﻪ )ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ( ﺍﻓﺮﺍﺩ ﺟﻬﺖ ﺗﻜﻤﻴﻞ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻫﺎ ﺑﻪ ﻣﺮﻛﺰ 
ﺩﻋﻮﺕ ﺷﺪﻧﺪ.
ﺩﺭ  ﮔﺮﻭﻩ  ﺷﺎﻫﺪ،  23  ﻧﻔﺮ  ﺩﺭ  ﺍﺑﺘﺪﺍﻯ  ﻣﻄﺎﻟﻌﻪ  ﺟﻬﺖ  ﺗﻜﻤﻴﻞ 
ﭘﺮﺳﺸﻨﺎﻣﻪ ﻫﺎ  ﺑﻪ  ﻣﺮﻛﺰ  ﻣﺸﺎﻭﺭﻩ  ﺑﻴﻤﺎﺭﻯ ﻫﺎﻯ  ﺭﻓﺘﺎﺭﻯ  ﺩﻋﻮﺕ  ﺷﺪﻧﺪ. 
ﺑﺮﺍﻱ  ﺗﺪﺍﺧﻞ  ﭘﻴﺪﺍﻧﻜﺮﺩﻥ  ﻭ  ﺑﺮﺧﻮﺭﺩ  ﺍﻓﺮﺍﺩ  ﺑﺎ  ﻫﻢ  ﺩﺭ  ﻣﺤﻴﻂ  ﭘﮋﻭﻫﺶ 
ﺩﺭ ﻫﺮ ﺭﻭﺯ ﺗﻨﻬﺎ ﺩﻭ ﻧﻔﺮ ﺑﻪ ﻣﺮﻛﺰ ﺩﻋﻮﺕ ﺷﺪﻧﺪ. ﺳﭙﺲ ﺩﺭ ﻃﻮﻝ ﺩﻭﺭﻩ  
ﻣﻄﺎﻟﻌﻪ ﻣﺮﺍﻗﺒﺖ ﻫﺎﻯ ﺭﻭﺗﻴﻦ ﻣﺮﻛﺰ ﺭﺍ ﺩﺭﻳﺎﻓﺖ ﻧﻤﻮﺩﻧﺪ ﻭ ﺩﻭ ﻫﻔﺘﻪ ﺑﻌﺪ ﻭ 
ﺳﭙﺲ ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺟﻬﺖ ﺗﻜﻤﻴﻞ ﭘﺮﺳﺸﻨﺎﻣﻪ ﻫﺎ ﺑﻪ ﻣﺮﻛﺰ ﻣﺮﺍﺟﻌﻪ ﻛﺮﺩﻧﺪ. 
ﺩﺭ ﺍﻳﻦ ﮔﺮﻭﻩ، ﺩﻭ ﻧﻔﺮ ﺑﻪ ﻋﻠﺖ ﻋﺪﻡ ﻣﺮﺍﺟﻌﻪ ﺑﻌﺪﻯ ﺍﺯ ﻣﻄﺎﻟﻌﻪ ﺧﺎﺭﺝ 
ﺷﺪﻧﺪ. ﺑﻨﺎﺑﺮﺍﻳﻦ، ﻣﻄﺎﻟﻌﻪ ﺩﺭ ﺍﻳﻦ ﮔﺮﻭﻩ ﺑﺮ ﺭﻭﻯ 03 ﻧﻔﺮ ﺍﻧﺠﺎﻡ ﺷﺪ.
ﺩﺍﺩﻩ ﻫﺎﻯ  ﺟﻤﻊ ﺁﻭﺭﻯ ﺷﺪﻩ  ﺗﻮﺳﻂ  ﭘﺮﺳﺸﻨﺎﻣﻪ،  ﻛﺪﮔﺬﺍﺭﻯ  ﻭ  ﭘﺲ 
ﺍﺯ  ﻭﺭﻭﺩ  ﺑﻪ  ﻛﺎﻣﭙﻴﻮﺗﺮ  ﺗﻮﺳﻂ 81SSPS ﻣﻮﺭﺩ  ﺗﺠﺰﻳﻪ ﻭﺗﺤﻠﻴﻞ  ﻗﺮﺍﺭ 
ﮔﺮﻓﺘﻨﺪ.  ﺩﺭ  ﺗﺤﻠﻴﻞ  ﺩﺍﺩﻩ ﻫﺎ  ﻋﻼﻭﻩ  ﺑﺮ  ﺍﺭﺍﺋﻪ  ﺷﺎﺧﺺ ﻫﺎﻯ  ﺗﻮﺻﻴﻔﻰ، 
ﺍﺯ ﺁﺯﻣﻮﻥ ﻫﺎﻯ ﺗﻰ ﻣﺴﺘﻘﻞ ﻭ ﻛﺎﻯ ﺍﺳﻜﻮﺋﺮ ﺑﻪ ﻣﻨﻈﻮﺭ ﺑﺮﺭﺳﻰ ﻫﻤﮕﻨﻰ 
ﺩﻭ  ﮔﺮﻭﻩ  ﺍﺯﻧﻈﺮ  ﻭﻳﮋﮔﻰ ﻫﺎﻯ  ﺟﻤﻌﻴﺖ ﺷﻨﺎﺧﺘﻰ  ﻭ  ﺍﺯ  ﺁﺯﻣﻮﻥ  ﺁﻧﺎﻟﻴﺰ 
ﻭﺍﺭﻳﺎﻧﺲ  ﺩﺍﺩﻩ ﻫﺎﻯ  ﺗﻜﺮﺍﺭﻯ  ﺟﻬﺖ  ﺑﺮﺭﺳﻰ  ﺗﺄﺛﻴﺮ  ﻣﺪﺍﺧﻠﻪ  ﺑﺮ  ﺭﻭﻯ 
ﺳﺎﺯﻩ ﻫﺎﻯ ﺍﻟﮕﻮﻯ ﺍﺭﺗﻘﺎء ﺳﻼﻣﺖ ﻭ ﻣﻘﺎﻳﺴﻪ ﺗﻐﻴﻴﺮﺍﺕ ﻧﻤﺮﺍﺕ ﺳﺎﺯﻩ ﺩﺭ 
ﻃﻮﻝ ﺩﻭﺭﻩ ﺁﻣﻮﺯﺵ ﻭ ﺍﺯ ﺁﺯﻣﻮﻥ ﺗﻰ ﺯﻭﺟﻰ ﺟﻬﺖ ﻣﻘﺎﻳﺴﻪ ﻣﻴﺎﻧﮕﻴﻦ 
ﻧﻤﺮﻩ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﻭ  ﺍﺑﻌﺎﺩ  ﺁﻥ،  ﻗﺒﻞ  ﻭ  ﺳﻪ  ﻣﺎﻩ  ﺑﻌﺪ  ﺍﺯ  ﺁﻣﻮﺯﺵ، 
ﻭ  ﻫﻤﭽﻨﻴﻦ  ﺍﺯ  ﺁﺯﻣﻮﻥ  ﺁﻧﺎﻟﻴﺰ  ﻭﺍﺭﻳﺎﻧﺲ  ﺩﺍﺩﻩ ﻫﺎﻯ  ﺗﻜﺮﺍﺭﻯ  ﺑﻪ ﻣﻨﻈﻮﺭ 
ﻣﻘﺎﻳﺴﻪ ﺗﻐﻴﻴﺮﺍﺕ ﺩﺭ ﻧﻤﺮﻩ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﻭ ﺍﺑﻌﺎﺩ ﺁﻥ ﺩﺭ ﻃﻮﻝ ﺩﻭﺭﻩ 
ﺁﻣﻮﺯﺵ ﺑﻴﻦ ﺩﻭ ﮔﺮﻭﻩ ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪ.
ﻳﺎﻓﺘﻪ ﻫﺎ
ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ 13 ﻧﻔﺮ ﺩﺭ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ ﻭ 03 ﻧﻔﺮ ﺩﺭ ﮔﺮﻭﻩ ﺷﺎﻫﺪ 
ﻣﻄﺎﻟﻌﻪ ﺭﺍ ﺗﻜﻤﻴﻞ ﻧﻤﻮﺩﻧﺪ )ﻣﻴﺰﺍﻥ ﭘﺎﺳﺨﮕﻮﻳﻰ 8/69 ٪(. ﺍﺯ ﻣﺠﻤﻮﻉ 
16 ﺑﻴﻤﺎﺭ ﺷﺮﻛﺖ ﻛﻨﻨﺪﻩ ﺩﺭ ﻣﻄﺎﻟﻌﻪ، 54 ﻧﻔﺮ )8/37٪( ﻣﺮﺩ ﻭ 61 
ﻧﻔﺮ  )2/62٪(  ﺯﻥ  ﺑﻮﺩﻧﺪ؛  ﻛﻪ  ﺍﺯ  ﺍﻳﻦ  ﻧﻈﺮ  ﺑﻴﻦ  ﺩﻭ  ﮔﺮﻭﻩ  ﺗﻔﺎﻭﺕ 
ﺁﻣﺎﺭﻯ ﻭﺟﻮﺩ ﻧﺪﺍﺷﺖ )590/0= p(. ﻣﻴﺎﻧﮕﻴﻦ ﻭ ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ﺳﻦ 
ﺷﺮﻛﺖ ﻛﻨﻨﺪﮔﺎﻥ ﺩﺭ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ 8/8±62/04 ﻭ ﺩﺭ ﮔﺮﻭﻩ ﻛﻨﺘﺮﻝ 99 
/ 8±3/93 ﺑﻮﺩ ﻭ ﺩﻭ ﮔﺮﻭﻩ ﺗﻔﺎﻭﺕ ﻣﻌﻨﺎﺩﺍﺭﻯ ﻧﺪﺍﺷﺘﻨﺪ )416/0= p(. 
ﻭﺿﻌﻴﺖ ﺩﻭ ﮔﺮﻭﻩ ﺍﺯﻧﻈﺮ ﺳﺎﻳﺮ ﺧﺼﻮﺻﻴﺎﺕ ﻭ ﺗﺠﺮﺑﻴﺎﺕ ﻓﺮﺩﻯ ﻗﺒﻞ 
ﺍﺯ ﻣﻄﺎﻟﻌﻪ ﺩﺭ ﺟﺪﻭﻝ 1 ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ.
ﺩﻭ ﮔﺮﻭﻩ ﻗﺒﻞ ﺍﺯ ﺁﻣﻮﺯﺵ ﺍﺯﻧﻈﺮ ﺳﺎﺯﻩ ﻫﺎﻯ ﺷﻨﺎﺧﺖ ﻭ ﻋﻮﺍﻃﻒ 
ﺧﺎﺹ  ﺭﻓﺘﺎﺭ  ﺗﻔﺎﻭﺕ ﻣﻌﻨﺎﺩﺍﺭﻯ  ﻧﺪﺍﺷﺘﻨﺪ.  ﺁﻣﻮﺯﺵ  ﻣﺒﺘﻨﻰ  ﺑﺮ  ﺍﻟﮕﻮﻯ 
ﺍﺭﺗﻘﺎء ﺳﻼﻣﺖ ﺗﻮﺍﻧﺴﺖ ﻛﻠﻴﻪ ﺳﺎﺯﻩ ﻫﺎ ﺭﺍ ﺑﻪ ﻃﻮﺭ ﻣﻌﻨﺎﺩﺍﺭﻯ ﺗﻐﻴﻴﺮ ﺩﻫﺪ؛ 
ﺑﻪ ﻃﻮﺭﻯ ﻛﻪ ﺍﻓﺮﺍﺩ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﺁﻣﻮﺯﺵ ﺩﺭﻙ ﺑﻴﺸﺘﺮﻯ 
ﺍﺯ ﺣﻤﺎﻳﺖ ﺧﺎﻧﻮﺍﺩﻩ، ﻓﻮﺍﻳﺪ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﻭ ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ ﻣﺒﻨﻰ 
ﺑﺮ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺩﺍﺷﺘﻪ ﻭ ﺍﺣﺴﺎﺳﺎﺕ ﺍﻓﺮﺍﺩ ﺍﻳﻦ ﮔﺮﻭﻩ ﻧﺴﺒﺖ ﺑﻪ 
ﺩﺭﻣﺎﻥ ﺿﺪ ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ ﺑﻬﺒﻮﺩﻳﺎﻓﺘﻪ ﺑﻮﺩ. ﻫﻤﭽﻨﻴﻦ ﺑﻪ ﻃﻮﺭ ﻣﻌﻨﺎﺩﺍﺭﻯ 
ﻣﻮﺍﻧﻊ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ  ﻛﻤﺘﺮﻯ  ﺭﺍ  ﺩﺭﻙ  ﻣﻰ ﻧﻤﻮﺩﻧﺪ.  ﺑﺮ  ﺍﺳﺎﺱ 
ﺁﺯﻣﻮﻥ  ﺁﻧﺎﻟﻴﺰ  ﻭﺍﺭﻳﺎﻧﺲ  ﺩﺍﺩﻩ ﻫﺎﻯ  ﺗﻜﺮﺍﺭﻯ  ﺗﻐﻴﻴﺮﺍﺕ  ﻣﻴﺎﻧﮕﻴﻦ  ﻛﻠﻴﻪ 
ﺳﺎﺯﻩ ﻫﺎ ﺩﺭ ﻃﻮﻝ ﺯﻣﺎﻥ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ ﻭﺟﻮﺩ ﺗﻔﺎﻭﺕ ﺑﻴﻦ ﺩﻭ ﮔﺮﻭﻩ ﺑﻮﺩ. 
ﻛﻠﻴﻪ  ﺍﻃﻼﻋﺎﺕ  ﻣﺮﺑﻮﻁ  ﺑﻪ  ﻣﻴﺎﻧﮕﻴﻦ  ﻭ  ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ  ﺳﺎﺯﻩ ﻫﺎ  ﺩﺭ  ﺩﻭ 
ﮔﺮﻭﻩ ﺩﺭ ﻃﻮﻝ ﺯﻣﺎﻥ ﺩﺭ ﺟﺪﻭﻝ 2 ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ.
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ﺟﺪﻭﻝ 1. ﻭﺿﻌﻴﺖ ﻣﺘﻐﻴﺮﻫﺎﻯ ﻣﺮﺑﻮﻁ ﺑﻪ ﺧﺼﻮﺻﻴﺎﺕ ﻭ ﺗﺠﺮﺑﻴﺎﺕ ﻓﺮﺩﻯ ﺑﻪ ﺗﻔﻜﻴﻚ ﺩﻭ ﮔﺮﻭﻩ ﺩﺭ ﺷﺮﻭﻉ ﻣﻄﺎﻟﻌﻪ ﺍ
ﺧﺼﻮﺻﻴﺎﺕ ﻭ ﺗﺠﺮﺑﻴﺎﺕ ﻓﺮﺩﻯ
ﮔﺮﻭﻩ ﻛﻨﺘﺮﻝﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ
eulav p
)ﺩﺭﺻﺪ( ﺗﻌﺪﺍﺩ)ﺩﺭﺻﺪ( ﺗﻌﺪﺍﺩ
ﺯﻥﻣﺮﺩﺟﻨﺲ
)4/44( 02
)8/86( 11
)6/55( 52
590/0)2/13( 5
ﺭﺍﻩ ﺍﻧﺘﻘﺎﻝ ﺑﻴﻤﺎﺭﻯ
ﻫﻤﺴﺮ ﻓﺮﺩ ﻣﺒﺘﻼ
ﺗﻤﺎﺱ ﺟﻨﺴﻰ ﺑﺎ ﻏﻴﺮﻫﻤﺠﻨﺲ
ﻣﺼﺮﻑ ﺗﺰﺭﻳﻘﻰ ﻣﻮﺍﺩ
ﺳﺎﻳﺮ ﺭﺍﻩ ﻫﺎ
)5/16(8
)52(1
)5/74( 91
)57( 3
)5/83( 5
)57(3
)5/25( 12
)52( 1
724/0
ﺩﻳﭙﻠﻢ ﻭ ﺑﺎﻻﺗﺮﻛﻤﺘﺮ ﺍﺯ ﺩﻳﭙﻠﻢﺗﺤﺼﻴﻼﺕ
)7/54( 12
)7/66( 01
)3/45( 52
601/0)3/33( 5
ﺧﻴﺮﺑﻠﻪﺁﮔﺎﻫﻰ ﺧﺎﻧﻮﺍﺩﻩ ﺍﺯ ﺑﻴﻤﺎﺭﻯ
)05( 82
)06( 3
)05( 82
866/0)04( 2
ﺗﻌﺪﺍﺩ ﻗﺮﺹ ﺗﺠﻮﻳﺰﺷﺪﻩ
ﻳﻚ ﻗﺮﺹ
2-5 ﻗﺮﺹ
6-01 ﻗﺮﺹ
)05( 1
)8/45( 32
)2/14( 7
)05( 1
)2/54( 91
)8/85( 01
936/0
ﻃﻮﻝ ﻣﺪﺕ ﺩﺭﻣﺎﻥ )ﻣﺎﻩ(
ﻛﻤﺘﺮ ﺍﺯ 21 
21- 32 
42- 63 
63 +
)3/33(3
)03(3
)06(6
)4/95(91
)7/66( 6
)04(7
)06(4
)6/04(31
052/0
ﺧﻴﺮﺑﻠﻪﺳﺎﺑﻘﻪ ﻋﻮﺍﺭﺽ ﺟﺎﻧﺒﻰ
)6/55( 01
)8/84( 12
)4/84( 8
236/0)/2 85( 22
ﺧﻴﺮﺑﻠﻰﺳﺎﺑﻘﻪ ﭘﺎﻳﺒﻨﺪﻧﺒﻮﺩﻥ ﺑﻪ TRA
)1/84( 31
)9/25(81
)9/15(41
017/0)1/74( 61
ﺧﻴﺮﺑﻠﻪﺳﺎﺑﻘﻪ ﭘﺎﻳﺒﻨﺪﻧﺒﻮﺩﻥ ﺑﻪ ﺳﺎﻳﺮ ﺩﺭﻣﺎﻥ ﻫﺎ
)65( 41
)2/74(71
)44(11
005/0)8/25(91
ﺟﺪﻭﻝ 2. ﻣﻴﺎﻧﮕﻴﻦ ﻭ ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ﺳﺎﺯﻩ ﻫﺎﻯ ﺍﻟﮕﻮﻯ ﺍﺭﺗﻘﺎء ﺳﻼﻣﺖ ﺑﻪ ﺗﻔﻜﻴﻚ ﺩﻭ ﮔﺮﻭﻩ ﺩﺭ ﻃﻮﻝ ﺩﻭﺭﻩ ﻣﻄﺎﻟﻌﻪ
ﺯﻣﺎﻥﺳﺎﺯﻩ ﻫﺎ
ﮔﺮﻭﻩ ﻛﻨﺘﺮﻝﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ
eulav p
ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ± ﻣﻴﺎﻧﮕﻴﻦﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ± ﻣﻴﺎﻧﮕﻴﻦ
ﺍﺣﺴﺎﺱ ﻣﺮﺗﺒﻂ ﺑﻪ ﺩﺭﻣﺎﻥ
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺑﻼﻓﺎﺻﻠﻪ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺳﻪ ﻣﺎﻩ ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
01/5±77/43
61/4±09/14
94/4±00/24
04/5±00/63
48/4±02/43
100/0 p >72/5±31/43
461/0100/p0 > eulav p
ﺣﻤﺎﻳﺖ ﺧﺎﻧﻮﺍﺩﻩ ﻭ ﺩﻭﺳﺘﺎﻥ
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺑﻼﻓﺎﺻﻠﻪ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺳﻪ ﻣﺎﻩ ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
30/15±83/61
17/35±98/51
39/65±31/51
72/05±99/41
05/94±88/31
480/006/94±24/41
539/0800/0eulav p
ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ ﺩﺭﻙ ﺷﺪﻩ
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺑﻼﻓﺎﺻﻠﻪ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺳﻪ ﻣﺎﻩ ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
48/001±30/12
18/111±36/11
62/511±61/21
72/99±87/32
00/49±61/22
100/009/59±39/91
634/0100/p0 > eulav p
ﻓﻮﺍﻳﺪ ﺩﺭﻙ ﺷﺪﻩ
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺑﻼﻓﺎﺻﻠﻪ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺳﻪ ﻣﺎﻩ ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
22/22±36/2
01/42±87/1
39/42±52/0
79/12±43/2
08/02±42/3
100/031/12±68/2
051/0100/p0 > eulav p
ﻣﻮﺍﻧﻊ ﺩﺭﻙ ﺷﺪﻩ
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺑﻼﻓﺎﺻﻠﻪ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺳﻪ ﻣﺎﻩ ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
25/55±58/21
54/53±13/01
77/23±03/11
07/84±11/21
08/15±71/01
100/072/05±43/21
732/0100/p0 > eulav p
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ﻰ ﺁﻣ
ﻫﺸ
ﮋﻭ
ﻰ ﭘ
ﻋﻠﻤ
ﺎﻣﻪ 
ﺼﻠﻨ
ﻧﺘﺎﻳﺞ  ﻣﻄﺎﻟﻌﻪ  ﻧﺸﺎﻥ  ﺩﺍﺩ  ﻛﻪ  ﺁﻣﻮﺯﺵ  ﻣﺒﺘﻨﻰ  ﺑﺮ  ﺍﻟﮕﻮﻯ  ﺍﺭﺗﻘﺎء ﻓ
ﺳﻼﻣﺖ  ﺑﺎ  ﺗﻐﻴﻴﺮ  ﺑﺎﻭﺭ  ﻭ  ﻧﮕﺮﺵ  ﺑﻴﻤﺎﺭﺍﻥ  ﺩﺭ  ﻣﻮﺭﺩ  ﺩﺭﻣﺎﻥ  ﺿﺪ 
ﺭﺗﺮﻭﻭﻳﺮﻭﺳﻰ  ﺗﻮﺍﻧﺴﺖ  ﺗﻐﻴﻴﺮﺍﺕ  ﻣﻌﻨﺎﺩﺍﺭﻯ  ﺩﺭ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ 
ﺑﻴﻤﺎﺭﺍﻥ  ﺍﻳﺠﺎﺩ  ﻧﻤﺎﻳﺪ.  ﺑﻪ ﻃﻮﺭﻯ ﻛﻪ  ﻣﻴﺎﻧﮕﻴﻦ  ﻧﻤﺮﻩ   ﻛﻠﻰ  ﻛﻴﻔﻴﺖ 
ﺯﻧﺪﮔﻰ  ﺩﺭ  ﺍﻓﺮﺍﺩ  ﮔﺮﻭﻩ  ﻣﺪﺍﺧﻠﻪ  ﺑﻪ ﻃﻮﺭ  ﻣﻌﻨﺎﺩﺍﺭﻯ  ﺍﻓﺰﺍﻳﺶ ﻳﺎﻓﺖ  ﻭ 
ﺗﻐﻴﻴﺮﺍﺕ ﻣﻴﺎﻧﮕﻴﻦ ﻧﻤﺮﻩ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺩﺭ ﻃﻮﻝ ﺩﻭﺭﻩ ﻣﻄﺎﻟﻌﻪ ﺑﻴﻦ 
ﺩﻭ  ﮔﺮﻭﻩ  ﺗﻔﺎﻭﺕ  ﻣﻌﻨﺎﺩﺍﺭﻯ  ﺭﺍ  ﻧﺸﺎﻥ  ﺩﺍﺩ )310/0=  p(.  ﺁﻣﻮﺯﺵ 
ﺩﺭ ﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪ ﺗﻮﺍﻧﺴﺖ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺩﺭ ﺍﺑﻌﺎﺩ ﻋﻤﻠﻜﺮﺩ ﺟﺴﻤﻰ، 
ﻣﺤﺪﻭﺩﻳﺖ  ﺍﻳﻔﺎﻯ  ﻧﻘﺶ  ﺑﻪ  ﺩﻟﻴﻞ  ﻣﺸﻜﻼﺕ  ﻫﻴﺠﺎﻧﻰ،  ﺧﺴﺘﮕﻰ، 
ﺳﻼﻣﺖ ﻋﺎﻃﻔﻰ ﻭ ﺳﻼﻣﺖ ﻋﻤﻮﻣﻰ ﺭﺍ ﺑﻪ ﻃﻮﺭ ﻣﻌﻨﺎﺩﺍﺭﻯ ﺗﻐﻴﻴﺮ ﺩﻫﺪ. 
ﺗﻐﻴﻴﺮﺍﺕ ﻣﻴﺎﻧﮕﻴﻦ ﺩﻭ ﺑﻌﺪ ﻋﻤﻠﻜﺮﺩ ﺟﺴﻤﻰ ﻭ ﻣﺤﺪﻭﺩﻳﺖ ﺍﻳﻔﺎﻯ ﻧﻘﺶ 
ﺑﻪ  ﺩﻟﻴﻞ  ﻣﺸﻜﻼﺕ  ﻫﻴﺠﺎﻧﻰ  ﺩﺭ  ﻃﻮﻝ  ﺩﻭﺭﻩ  ﻣﻄﺎﻟﻌﻪ  ﺑﻴﻦ  ﺩﻭ  ﮔﺮﻭﻩ 
ﺗﻔﺎﻭﺕ ﻣﻌﻨﺎﺩﺍﺭﻯ ﺩﺍﺷﺖ. ﻧﺘﺎﻳﺞ ﻣﺮﺑﻮﻁ ﺑﻪ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﻭ ﺍﺑﻌﺎﺩ 
ﻫﺸﺖ ﮔﺎﻧﻪ ﺁﻥ ﺩﺭ ﺟﺪﻭﻝ 3 ﺍﺭﺍﺋﻪ ﺷﺪﻩ ﺍﺳﺖ.
ﺟﺪﻭﻝ 3. ﻣﻴﺎﻧﮕﻴﻦ ﻭ ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﻭ ﺍﺑﻌﺎﺩ ﺁﻥ ﺑﻪ ﺗﻔﻜﻴﻚ ﺩﻭ ﮔﺮﻭﻩ ﺩﺭ ﻃﻮﻝ ﺩﻭﺭﻩ ﻣﻄﺎﻟﻌﻪ
eulav pﮔﺮﻭﻩ ﻛﻨﺘﺮﻝﮔﺮﻭﻩ ﻣﺪﺍﺧﻠﻪﺯﻣﺎﻥﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﻭ ﺍﺑﻌﺎﺩ ﻫﺸﺖ ﮔﺎﻧﻪ ﺁﻥ
ﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ± ﻣﻴﺎﻧﮕﻴﻦﺍﻧﺤﺮﺍﻑ ﻣﻌﻴﺎﺭ ± ﻣﻴﺎﻧﮕﻴﻦ
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
25/12±62/95
70/91±03/37
59/32±20/55
310/025/52±53/45
448/0100/0eulav p
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪﺑﻌﺪ ﻋﻤﻠﻜﺮﺩ ﺟﺴﻤﺎﻧﻰ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
68/42±53/96
88/81±47/28
57/32±32/86
300/092/22±38/07
825/0100/p0 >eulav p
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪﻣﺤﺪﻭﺩﻳﺖ ﺍﻳﻔﺎﻯ ﻧﻘﺶ ﺑﻪ ﺩﻟﻴﻞ ﻣﺸﻜﻼﺕ ﺟﺴﻤﻰ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
03/74±08/64
45/84±78/85
29/64±38/54
344/056/74±71/44
558/0532/0eulav p
ﻣﺤﺪﻭﺩﻳﺖ ﺍﻳﻔﺎﻯ ﻧﻘﺶ ﺑﻪ ﺩﻟﻴﻞ ﻣﺸﻜﻼﺕ 
ﻫﻴﺠﺎﻧﻰ
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
11/64±68/04
70/04±75/97
10/84±98/83
300/021/94±55/54
594/0100/0eulav p
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪﺧﺴﺘﮕﻰ ﻳﺎ ﻧﺸﺎﻁ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
57/42±39/65
10/22±78/86
04/22±05/15
350/059/52±00/25
219/0110/0eulav p
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪﺳﻼﻣﺖ ﻋﺎﻃﻔﻰ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
22/32±92/16
77/91±31/27
89/42±06/15
570/090/52±31/25
009/0620/0eulav p
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪﻋﻤﻠﻜﺮﺩ ﺍﺟﺘﻤﺎﻋﻰ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
48/82±55/86
19/22±30/97
62/23±00/55
494/038/13±00/05
233/0690/0eulav p
ﺩﺭﺩ
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
40/13±09/76
18/43±55/86
42/03±24/46
297/036/43±80/16
935/0049/0eulav p
ﻗﺒﻞ ﺍﺯ ﻣﺪﺍﺧﻠﻪﺳﻼﻣﺖ ﻋﻤﻮﻣﻰ
ﺳﻪ ﻣﺎﻩ ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ
99/91±24/26
95/91±16/67
66/22±76/46
351/062/22±00/95
991/0100/0eulav p
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ﺗﻘﺎ
ﻯ ﺍﺭ
ﮕﻮ
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ﻰ ﺑ
ﺒﺘﻨ
ﻥ ﻣ
ﺭﻣﺎ
ﻪ ﺩ
ﻯ ﺑ
ﻨﺪ
ﺎﻳﺒ
ﺵ ﭘ
ﻮﺯ
ﺮ ﺁﻣ
ﺄﺛﻴ
/  ﺗ
ﺭﺍﻥ 
ﻜﺎ
ﻫﻤ
ﻰ ﻭ 
ﻋﻴﻠ
ﺳﻤﺎ
ﺑﺤﺚ ﺍ
ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺑﺎ ﻫﺪﻑ ﺗﻌﻴﻴﻦ ﺗﺄﺛﻴﺮ ﺁﻣﻮﺯﺵ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﻣﺒﺘﻨﻰ 
ﺑﺮ  ﺍﻟﮕﻮﻯ  ﺍﺭﺗﻘﺎء  ﺳﻼﻣﺖ  ﺑﺮ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺑﻴﻤﺎﺭﺍﻥ  VIH  ﻣﺜﺒﺖ 
ﺍﻧﺠﺎﻡ ﺷﺪ. ﻣﻄﺎﻟﻌﺎﺕ ﻛﻤﻰ ﺩﺭ ﺑﺎﺭﻩ ﺗﺄﺛﻴﺮ ﺁﻣﻮﺯﺵ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ 
ﺑﺮ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺍﻧﺠﺎﻡ ﺷﺪﻩ  ﻭ  ﻣﻄﺎﻟﻌﺎﺕ  ﺍﻧﺠﺎﻡ ﺷﺪﻩ  ﻧﻴﺰ  ﺑﺪﻭﻥ 
ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺍﻟﮕﻮ ﻫﺎ ﻭ ﻧﻈﺮﻳﻪ ﻫﺎﻯ ﺗﻐﻴﻴﺮ ﺭﻓﺘﺎﺭ ﺑﻮﺩﻩ ﺍﻧﺪ. ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ، 
ﺁﻣﻮﺯﺵ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺑﺮ ﺍﺳﺎﺱ ﺍﻟﮕﻮﻯ ﺍﺭﺗﻘﺎء ﺳﻼﻣﺖ ﺗﻮﺍﻧﺴﺖ 
ﺑﺎ  ﺗﺄﺛﻴﺮ  ﺑﺮ  ﺑﺎﻭﺭﻫﺎ  ﻭ  ﻧﮕﺮﺵ ﻫﺎﻯ  ﺑﻴﻤﺎﺭﺍﻥ  ﻧﺴﺒﺖ  ﺑﻪ  ﺩﺍﺭﻭ،  ﻛﻴﻔﻴﺖ 
ﺯﻧﺪﮔﻰ ﺑﻪ ﻭﻳﮋﻩ ﺩﺭ ﺍﺑﻌﺎﺩ ﻋﻤﻠﻜﺮﺩ ﺟﺴﻤﺎﻧﻰ، ﻣﺤﺪﻭﺩﻳﺖ ﺍﻳﻔﺎﻯ ﻧﻘﺶ 
ﺑﻪ  ﺩﻟﻴﻞ  ﻣﺸﻜﻼﺕ  ﻫﻴﺠﺎﻧﻰ،  ﺧﺴﺘﮕﻰ  ﻭ  ﺳﻼﻣﺖ  ﻋﻤﻮﻣﻰ  ﺭﺍ  ﺑﻬﺒﻮﺩ 
ﺩﻫﺪ. ﺍﻟﺒﺘﻪ ﺩﺭ ﻃﻮﻝ ﺩﻭﺭﻩ ﻣﻄﺎﻟﻌﻪ، ﺑﻴﻦ ﺩﻭ ﮔﺮﻭﻩ ﺑﻪ ﺟﺰ ﻭﺿﻌﻴﺖ ﻛﻠﻰ 
ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ،  ﺗﻨﻬﺎ  ﺩﺭ  ﺩﻭ  ﺑﻌﺪ  ﻋﻤﻠﻜﺮﺩ  ﺟﺴﻤﺎﻧﻰ  ﻭ  ﻣﺤﺪﻭﺩﻳﺖ 
ﺍﻳﻔﺎﻯ ﻧﻘﺶ ﺑﻪ ﺩﻟﻴﻞ ﻣﺸﻜﻼﺕ ﻫﻴﺠﺎﻧﻰ ﺗﻔﺎﻭﺕ ﺍﻳﺠﺎﺩﺷﺪﻩ ﺑﻮﺩ.
ﺩﺭ  ﻣﻄﺎﻟﻌﻪ  ﺍﺧﻴﺮ  ﺑﺎ  ﺍﻓﺰﺍﻳﺶ  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  ﺍﺭﺗﻘﺎء  ﻛﻴﻔﻴﺖ 
ﺯﻧﺪﮔﻰ ﺍﻳﺠﺎﺩ ﺷﺪ. ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﮔﻴﻠِﻦ ﻭ ﻫﻤﻜﺎﺭﺍﻥ )71( ﻣﺸﺨﺺ ﺷﺪ 
ﻛﻪ  ﺑﻴﻦ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﻭ  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  ﺍﺭﺗﺒﺎﻁ  ﻭﺟﻮﺩ  ﺩﺍﺭﺩ؛ 
ﺑﻪ ﻃﻮﺭﻯ ﻛﻪ  ﺍﻓﺮﺍﺩﻯ  ﻛﻪ  ﺍﺯ  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  ﺑﻴﺸﺘﺮﻯ  ﺑﺮﺧﻮﺭﺩﺍﺭ 
ﺑﻮﺩﻧﺪ،  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺑﻬﺘﺮﻯ  ﺭﺍ  ﺑﻴﺎﻥ  ﻣﻲ ﻛﺮﺩﻧﺪ.  ﺩﺭ  ﻣﻄﺎﻟﻌﻪ 
ﺍِﺳﻮﻳﻨﺪﻟﺰ١  ﻭ  ﻫﻤﻜﺎﺭﺍﻥ  )81(  ﻧﻴﺰ  ﻛﺎﻫﺶ  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  ﺑﺎ 
ﻛﺎﻫﺶ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥ ﻫﻤﺮﺍﻩ ﺑﻮﺩ؛ ﻛﻪ ﻣﺆﻳﺪ ﻳﺎﻓﺘﻪ ﻫﺎﻯ 
ﻣﻄﺎﻟﻌﻪ  ﺍﺧﻴﺮ  ﺍﺳﺖ.  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ،  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺑﻴﻤﺎﺭﺍﻥ 
ﺁﻟﻮﺩﻩ ﺑﻪ ﺍﻳﺪﺯ ﺭﺍ ﺍﺯ ﺳﻪ ﻃﺮﻳﻖ ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﺩﻫﺪ. ﺍﻭﻝ ﺍﻳﻨﻜﻪ ﺍﻓﺮﺍﺩﻯ 
ﻛﻪ  ﺍﺯ  ﺣﻤﺎﻳﺖ  ﺍﺟﺘﻤﺎﻋﻰ  ﻗﻮﻯ ﺗﺮﻯ  ﺑﺮﺧﻮﺭﺩﺍﺭﻧﺪ،  ﭘﻴﺎﻡ ﻫﺎﻯ  ﻫﻤﺪﻟﻰ 
ﻭ  ﺗﺸﻮﻳﻖ  ﺑﻴﺸﺘﺮﻯ  ﺩﺭﻳﺎﻓﺖ  ﻣﻰ ﻛﻨﻨﺪ؛  ﻛﻪ  ﻣﻰ ﺗﻮﺍﻧﺪ  ﺑﺎﻋﺚ  ﺍﻓﺰﺍﻳﺶ 
ﺍﻋﺘﻤﺎﺩﺑﻪ ﻧﻔﺲ، ﻋﺰﺕ ﻧﻔﺲ ﻭ ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ ﺁﻧﺎﻥ ﺷﻮﺩ. ﺩﻭﻡ، ﺍﻓﺮﺍﺩﻯ 
ﻛﻪ ﻓﺎﻗﺪ ﺣﻤﺎﻳﺖ ﺍﺟﺘﻤﺎﻋﻰ ﻫﺴﺘﻨﺪ، ﺑﻴﺸﺘﺮ ﺑﻪ ﺭﻓﺘﺎﺭﻫﺎﻳﻰ ﻣﺎﻧﻨﺪ ﺳﻴﮕﺎﺭ 
ﻛﺸﻴﺪﻥ،  ﻧﻮﺷﻴﺪﻥ  ﻣﺸﺮﻭﺑﺎﺕ  ﺍﻟﻜﻠﻰ  ﻭ  ﺭﻓﺘﺎﺭﻫﺎﻯ  ﭘﺮﺧﻄﺮ  ﺟﻨﺴﻰ 
ﺭﻭﻯ  ﻣﻰ ﺁﻭﺭﻧﺪ؛  ﻛﻪ  ﻣﻰ ﺗﻮﺍﻧﺪ  ﺑﺮ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺁﻥ ﻫﺎ  ﺗﺄﺛﻴﺮﮔﺬﺍﺭ 
ﺑﺎﺷﺪ.  ﺩﺭﻧﻬﺎﻳﺖ،  ﺍﻓﺮﺍﺩ  ﺁﻟﻮﺩﻩ  ﺑﻪ  ﺍﻳﺪﺯ  ﻛﻪ  ﺍﺯ  ﺣﻤﺎﻳﺖ  ﺑﻴﺸﺘﺮﻯ 
ﺑﺮﺧﻮﺭﺩﺍﺭﻧﺪ،  ﺭﻓﺘﺎﺭﻫﺎﻯ  ﺍﺭﺗﻘﺎء ﺩﻫﻨﺪﻩ  ﺳﻼﻣﺖ،  ﻣﺎﻧﻨﺪ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ 
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ﺩﺭﻣﺎﻥ، ﺧﻮﺩ ﺭﺍ ﺍﻓﺰﺍﻳﺶ ﻣﻰ ﺩﻫﻨﺪ؛ ﻛﻪ ﻣﻮﺟﺐ ﺑﻬﺒﻮﺩ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ 
ﺁﻥ ﻫﺎ ﻣﻰ ﺷﻮﺩ)91(.
ﻳﺎﻓﺘﻪ ﻫﺎﻯ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﻧﺸﺎﻥ ﺩﺍﺩ ﻛﻪ ﺍﻓﺰﺍﻳﺶ ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ ﺩﺭ 
ﻣﻮﺭﺩ  ﻣﺼﺮﻑ  ﻣﻨﻈﻢ  ﺩﺍﺭﻭ  ﻣﻰ ﺗﻮﺍﻧﺪ  ﻣﻮﺟﺐ  ﺑﻬﺒﻮﺩ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ 
ﺷﻮﺩ. ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﻓﻴﻮﻣِﺰ٢ ﻭ ﻫﻤﻜﺎﺭﺍﻥ )6( ﻛﻪ ﺗﺄﺛﻴﺮ ﺩﻭ ﺭﻭﺵ ﺩﺭﻣﺎﻧﻰ 
ﺩﺭ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﻭ ﺍﻓﺰﺍﻳﺶ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺭﺍ ﺑﺮﺭﺳﻰ ﻛﺮﺩﻧﺪ، 
ﻣﺸﺨﺺ  ﺷﺪ  ﺩﺭ  ﮔﺮﻭﻫﻰ  ﻛﻪ  ﺩﺭﻙ  ﺑﻴﺸﺘﺮﻯ  ﺍﺯ  ﺧﻮﺩﻛﺎﺭﺁﻣﺪﻯ  ﺑﻪ 
ﺩﺭﻣﺎﻥ  ﺩﺍﺷﺘﻨﺪ،  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﻭ  ﺑﺎﻭﺭ  ﺩﺭ  ﻣﻮﺭﺩ  ﻭﺿﻌﻴﺖ  ﺳﻼﻣﺘﻰ 
ﺑﻬﺘﺮﻯ ﺩﺍﺷﺘﻨﺪ؛ ﻛﻪ ﺍﻳﻦ ﻳﺎﻓﺘﻪ ﻫﺎ ﻫﻢ ﺭﺍﺳﺘﺎ ﺑﺎ ﻧﺘﺎﻳﺞ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺍﺳﺖ.
ﻧﺘﺎﻳﺞ  ﺍﻳﻦ  ﻣﻄﺎﻟﻌﻪ  ﻧﺸﺎﻥ  ﺩﺍﺩ  ﻛﻪ  ﺁﻣﻮﺯﺵ  ﻣﻮﺟﺐ  ﺗﻐﻴﻴﺮ  ﺩﺭﻙ 
ﺑﻴﻤﺎﺭﺍﻥ ﺩﺭ ﻣﻮﺭﺩ ﺍﺣﺴﺎﺱ ﻣﺮﺗﺒﻂ ﺑﺎ ﺩﺭﻣﺎﻥ، ﻓﻮﺍﻳﺪ ﺩﺭﻣﺎﻥ ﻭ ﻣﻮﺍﻧﻊ 
ﻣﺼﺮﻑ  ﻣﻨﻈﻢ  ﺩﺭﻣﺎﻥ  ﻣﻲ ﺷﻮﺩ  ﻭ  ﺍﺯ  ﺍﻳﻦ  ﻃﺮﻳﻖ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ 
ﺑﻴﻤﺎﺭﺍﻥ ﺭﺍ ﺍﺭﺗﻘﺎء ﻣﻲ ﺑﺨﺸﺪ؛ ﺍﻟﺒﺘﻪ ﻣﺘﺄﺳﻔﺎﻧﻪ ﻣﻄﺎﻟﻌﻪ  ﻣﺸﺎﺑﻬﻲ ﺩﺭ ﺍﻳﻦ 
ﻣﻮﺭﺩ ﻳﺎﻓﺖ ﻧﺸﺪ ﺗﺎ ﺑﺘﻮﺍﻥ ﺑﻪ ﺁﻥ ﺍﺳﺘﻨﺎﺩ ﻧﻤﻮﺩ ﻭ ﺑﺎ ﻧﺘﺎﻳﺞ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ 
ﻣﻘﺎﻳﺴﻪ ﻛﺮﺩ. ﺍﻳﻦ ﻣﻮﺿﻮﻉ ﺿﺮﻭﺭﺕ ﺍﻧﺠﺎﻡ ﻣﻄﺎﻟﻌﺎﺕ ﺑﻴﺸﺘﺮ ﺩﺭ ﺍﻳﻦ 
ﺯﻣﻴﻨﻪ ﺭﺍ ﻣﺸﺨﺺ ﻣﻰ ﻛﻨﺪ.
ﺩﺭ  ﻣﻄﺎﻟﻌﻪ  ﺍﺧﻴﺮ  ﺁﻣﻮﺯﺵ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ  ﻣﻮﺟﺐ  ﺑﻬﺒﻮﺩ 
ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﻛﻠﻰ ﻭ ﺩﻭ ﺑﻌﺪ ﻋﻤﻠﻜﺮﺩ ﺟﺴﻤﺎﻧﻰ ﻭ ﻣﺤﺪﻭﺩﻳﺖ ﺍﻳﻔﺎﻯ 
ﻧﻘﺶ  ﺑﻪ  ﺩﻟﻴﻞ  ﻣﺸﻜﻼﺕ  ﻫﻴﺠﺎﻧﻰ  ﺷﺪ.  ﺑﺪﻳﻬﻰ  ﺍﺳﺖ  ﻛﻪ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ 
ﺩﺭﻣﺎﻥ ﺑﺎ ﺗﺄﺛﻴﺮ ﺑﺮ ﻣﻴﺰﺍﻥ ﻭﻳﺮﻭﺱ )02( ﻣﻰ ﺗﻮﺍﻧﺪ ﺑﺮ ﺳﻼﻣﺖ ﺟﺴﻤﻰ 
ﻭ ﺩﺭﻧﺘﻴﺠﻪ ﻋﻤﻠﻜﺮﺩ ﺟﺴﻤﻰ ﻓﺮﺩ ﺗﺄﺛﻴﺮ ﮔﺬﺍﺭﺩ. ﻋﻼﻭﻩ ﺑﺮ ﺍﻳﻦ، ﺩﺭ ﺍﻳﻦ 
ﻣﻄﺎﻟﻌﻪ  ﺑﺎ  ﺗﻐﻴﻴﺮ  ﺩﺭ  ﺑﺎﻭﺭﻫﺎﻯ  ﻓﺮﺩ،  ﺑﺎِﺭ  ﻫﻴﺠﺎﻧﻰ  ﻭ  ﻋﺎﻃﻔﻰ  ﺑﻴﻤﺎﺭﻯ 
ﻛﺎﻫﺶ ﻳﺎﻓﺖ ﻭ ﺩﺭﻧﺘﻴﺠﻪ ﺁﻣﻮﺯﺵ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﻣﻮﺟﺐ ﺑﻬﺒﻮﺩ 
ﺍﻳﻔﺎﻯ  ﻧﻘﺶ  ﻭﺍﺑﺴﺘﻪ  ﺑﻪ  ﻫﻴﺠﺎﻧﺎﺕ  ﻓﺮﺩ  ﻧﻴﺰ  ﺷﺪ.  ﺩﺭ  ﺍﻳﻦ  ﺭﺍﺳﺘﺎ،  ﺩﺭ 
ﻣﻄﺎﻟﻌﻪ  ﺍﺳﻮﻳﻨﺪﻟﺰ  ﻭ  ﻫﻤﻜﺎﺭﺍﻥ  )81(  ﻛﻪ  ﺟﻬﺖ  ﺑﺮﺭﺳﻰ  ﻛﻴﻔﻴﺖ 
ﺯﻧﺪﮔﻰ  ﺑﻴﻤﺎﺭﺍﻧﻰ  ﺍﻳﺪﺯﻯ  ﺍﻧﺠﺎﻡ  ﺷﺪﻩ  ﺑﻮﺩ،  ﻣﺸﺨﺺ  ﮔﺮﺩﻳﺪ  ﻛﻪ  ﺑﻌﺪ 
ﺍﺯ 6 ﻣﺎﻩ ﭘﻴﮕﻴﺮﻯ ﺩﺭﻣﺎﻥ، ﻧﻤﺮﺍﺕ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥ ﭘﺎﻳﺒﻨﺪ 
ﺑﻪ  ﺩﺭﻣﺎﻥ  02٪  ﺍﻓﺰﺍﻳﺶ  ﻳﺎﻓﺖ.  ﻧﺘﺎﻳﺞ  ﻣﻄﺎﻟﻌﻪ  ﺍﻓﻬﻤﻰ  ﻭ  ﻫﻤﻜﺎﺭﺍﻥ 
)12( ﺩﺭ ﺳﺎﻝ 1931 ﭘﻴﺮﺍﻣﻮﻥ ﺗﺄﺛﻴﺮ ﺩﺭﻣﺎﻥ ﺳﻞ ﺩﺭ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ 
ﺑﻴﻤﺎﺭﺍﻥ ﻧﻴﺰ ﻣﺸﺨﺺ ﺷﺪ ﻛﻪ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺗﻐﻴﻴﺮ ﻣﻌﻨﺎ ﺩﺍﺭ ﺩﺭ ﺳﻪ 
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ﺼﻠﻨ
ﺑﻌﺪ ﺳﻼﻣﺖ ﺟﺴﻤﻰ، ﺍﺟﺘﻤﺎﻋﻰ ﻭ ﺭﻭﺣﻰ -ﺭﻭﺍﻧﻰ ﺍﻳﺠﺎﺩ ﻣﻰ ﻛﻨﺪ؛ ﻛﻪ ﻓ
ﺗﺎ ﺣﺪﻭﺩﻯ ﻣﺆﻳﺪ ﻳﺎﻓﺘﻪ ﻫﺎﻯ ﻣﻄﺎﻟﻌﻪ ﺍﺧﻴﺮ ﺍﺳﺖ. ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﺟﺎﻥ ﻧﺜﺎﺭﻯ 
ﻭ  ﻫﻤﻜﺎﺭﺍﻥ  )22(  ﻛﻪ  ﺗﺄﺛﻴﺮ  ﺗﺒﻌﻴﺖ  ﺍﺯ  ﺩﺭﻣﺎﻥ  ﺩﺭ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ 
ﺑﻴﻤﺎﺭﺍﻥ  ﺍﺳﻜﻴﺰﻭﻓﺮﻧﻰ  ﺭﺍ  ﺑﺮﺭﺳﻰ  ﻛﺮﺩ،  ﺑﻴﻤﺎﺭﺍﻥ  ﺩﺭ  ﮔﺮﻭﻩ  ﻣﺪﺍﺧﻠﻪ 
8  ﺟﻠﺴﻪ  ﺁﻣﻮﺯﺷﻰ  ﺗﺒﻌﻴﺖ  ﺍﺯ  ﺩﺭﻣﺎﻥ  ﺩﺭﻳﺎﻓﺖ  ﻛﺮﺩﻧﺪ  ﻭ  ﺳﭙﺲ  ﺳﻪ 
ﻣﺎﻩ ﻭ ﺷﺶ ﻣﺎﻩ ﺑﻌﺪ ﺍﺭﺯﻳﺎﺑﻰ ﺷﺪﻧﺪ. ﻧﺘﺎﻳﺞ ﻣﻄﺎﻟﻌﻪ ﺁﻥ ﻫﺎ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ 
ﺗﻐﻴﻴﺮﺍﺕ  ﻣﻌﻨﺎ ﺩﺍﺭ  ﺩﺭ  ﻣﻴﺎﻧﮕﻴﻦ  ﻧﻤﺮﺍﺕ  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  3  ﻭ  6  ﻣﺎﻩ 
ﺑﻌﺪ ﺍﺯ ﻣﺪﺍﺧﻠﻪ ﺑﻮﺩ؛ ﻛﻪ ﻣﺆﻳﺪ ﻳﺎﻓﺘﻪ ﻫﺎﻯ ﻣﻄﺎﻟﻌﻪ ﺍﺧﻴﺮ ﺍﺳﺖ. ﺍﻟﺒﺘﻪ ﺑﻪ 
ﺩﻟﻴﻞ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺍﻟﮕﻮﻫﺎﻯ ﺗﻐﻴﻴﺮ ﺭﻓﺘﺎﺭ ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺗﻌﺪﺍﺩ ﺟﻠﺴﺎﺕ 
ﻣﺤﺪﻭﺩ ﺗﻮﺍﻧﺴﺘﻪ ﺑﻮﺩ ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺭﺍ ﺗﻐﻴﻴﺮ ﺩﻫﺪ؛ ﻛﻪ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ 
ﺍﺛﺮﺑﺨﺸﻰ ﺍﻟﮕﻮﻯ ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪﻩ ﺩﺭ ﺍﻳﻦ ﺯﻣﻴﻨﻪ ﺍﺳﺖ. ﺑﺎﺍﻳﻦ ﻭﺟﻮﺩ، ﺗﺄﺛﻴﺮ 
ﺁﻣﻮﺯﺵ  ﭘﺎﻳﺒﻨﺪﻯ  ﺑﻪ  ﺩﺭﻣﺎﻥ  ﺑﺮ  ﺍﺭﺗﻘﺎء  ﻛﻴﻔﻴﺖ  ﺯﻧﺪﮔﻰ  ﺩﺭ  ﺑﺮﺧﻰ 
ﻣﻄﺎﻟﻌﺎﺕ ﺗﺎﺋﻴﺪ ﻧﺸﺪﻩ ﺍﺳﺖ ﻭ ﻋﻮﺍﻣﻠﻰ ﺍﺯﺟﻤﻠﻪ ﻋﻮﺍﺭﺽ ﺩﺍﺭﻭﻫﺎ ﻭ ﻧﻴﺰ 
ﺧﺴﺘﻪ ﺷﺪﻥ  ﺑﻴﻤﺎﺭ  ﺍﺯ  ﺗﺪﺍﻭﻡ  ﺩﺭ  ﻣﺼﺮﻑ  ﺩﺍﺭﻭ  ﻋﺎﻣﻞ  ﻣﺆﺛﺮ  ﺷﻨﺎﺳﺎﻳﻰ 
ﺷﺪﻧﺪ  )5،  8(.  ﺍﻳﻦ  ﺗﻨﺎﻗﺾ  ﻣﻰ ﺗﻮﺍﻧﺪ  ﺑﻪ  ﺩﻟﻴﻞ  ﺍﺳﺘﻔﺎﺩﻩ  ﻧﻜﺮﺩﻥ  ﺍﺯ 
ﺍﻟﮕﻮﻫﺎﻯ ﺗﻐﻴﻴﺮ ﺭﻓﺘﺎﺭ ﺑﺎﺷﺪ. ﺯﻳﺮﺍ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺍﻟﮕﻮﻫﺎﻯ ﺗﻐﻴﻴﺮ ﺭﻓﺘﺎﺭ 
ﺗﻨﻬﺎ ﺑﺮ ﺭﻭﻯ ﺁﮔﺎﻫﻰ ﺍﻓﺮﺍﺩ ﺗﺄﻛﻴﺪ ﻧﺸﺪﻩ ﻭ ﺑﺎ ﺍﻳﺠﺎﺩ ﺍﺻﻼﺡ ﺑﺎﻭﺭﻫﺎ ﻭ 
ﻧﮕﺮﺵ ﻫﺎﻯ ﺍﻓﺮﺍﺩ ﺳﻌﻰ ﻣﻰ ﺷﻮﺩ ﻋﻮﺍﻣﻠﻰ ﻣﺜﻞ ﻋﻮﺍﺭﺽ ﺩﺍﺭﻭ ﻭ ﻏﻴﺮﻩ 
ﺑﺮﺍﻯ ﻓﺮﺩ ﻗﺎﺑﻞ ﺗﺤﻤﻞ ﺟﻠﻮﻩ ﻧﻤﻮﺩﻩ ﻭ ﻋﻼﻭﻩ ﺑﺮ ﺗﺪﺍﻭﻡ ﺩﺭﻣﺎﻥ، ﻛﻴﻔﻴﺖ 
ﺯﻧﺪﮔﻰ ﺑﻬﺘﺮﻯ ﺭﺍ ﺑﻴﺎﻥ ﻛﻨﻨﺪ.
ﺍﺯﺟﻤﻠﻪ  ﻣﺤﺪﻭﺩﻳﺖ ﻫﺎﻯ  ﺍﻳﻦ  ﻣﻄﺎﻟﻌﻪ  ﺩﻭﺭﻩ  ﭘﻴﮕﻴﺮﻯ  ﻛﻮﺗﺎﻩ ﻣﺪﺕ 
ﺑﻮﺩ.  ﺩﻭﺭﻩ ﻫﺎﻯ  ﻃﻮﻻﻧﻰ ﺗﺮ  ﻭ  ﻣﺪﺍﺧﻼﺕ  ﺁﻣﻮﺯﺷﻰ  ﺑﻴﺸﺘﺮ  ﻣﻰ ﺗﻮﺍﻧﺪ 
ﻧﺘﺎﻳﺞ  ﺑﻬﺘﺮﻯ  ﺩﺍﺷﺘﻪ  ﺑﺎﺷﺪ.  ﻫﻤﭽﻨﻴﻦ  ﺍﻳﻦ  ﻣﻄﺎﻟﻌﻪ  ﻣﺎﻧﻨﺪ  ﺑﺴﻴﺎﺭﻯ  ﺍﺯ 
ﻣﺪﺍﺧﻼﺕ ﺩﻳﮕﺮ ﺑﺮ ﺍﺳﺎﺱ ﺧﻮﺩ ﮔﺰﺍﺭﺷﻰ ﺑﻮﺩﻩ ﻛﻪ ﻣﻤﻜﻦ ﺍﺳﺖ ﺗﺤﺖ 
ﺗﺄﺛﻴﺮ ﻣﻄﻠﻮﺑﻴﺖ ﺍﺟﺘﻤﺎﻋﻰ ﻭ ﺳﻮﮔﻴﺮﻯ ﻗﺮﺍﺭﮔﺮﻓﺘﻪ ﻭ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻴﺶ ﺍﺯ 
ﻣﻴﺰﺍﻥ ﻭﺍﻗﻌﻰ ﺁﻥ ﮔﺰﺍﺭﺵ ﺷﺪﻩ ﺑﺎﺷﺪ.
ﻧﺘﻴﺠﻪ ﮔﻴﺮﻯ:  ﮔﺮﭼﻪ  ﺍﻧﺠﺎﻡ  ﻣﻄﺎﻟﻌﻪ  ﺑﺮ  ﺭﻭﻯ  ﻧﻤﻮﻧﻪ ﻫﺎﻯ  ﺑﺰﺭگ ﺗﺮ  ﺑﺎ 
ﭘﻴﮕﻴﺮﻯ  ﻃﻮﻻﻧﻰ ﺗﺮ  ﺑﻪ ﻣﻨﻈﻮﺭ  ﺑﺮﺭﺳﻰ  ﺍﺛﺮﺑﺨﺸﻰ  ﺭﻭﺵ ﻫﺎﻯ  ﻣﺪﺍﺧﻠﻪ 
ﻣﻮﺭﺩﻧﻴﺎﺯ  ﺍﺳﺖ.  ﺍﻣﺎ  ﻳﺎﻓﺘﻪ ﻫﺎﻯ  ﺍﻳﻦ  ﻣﻄﺎﻟﻌﻪ  ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩ  ﺍﺛﺮﺑﺨﺸﻰ 
ﺑﺮﻧﺎﻣﻪ ﺁﻣﻮﺯﺷﻰ ﺟﻬﺖ ﺍﺭﺗﻘﺎء ﻛﻴﻔﻴﺖ ﺯﻧﺪﮔﻰ ﺑﻴﻤﺎﺭﺍﻥ، ﺑﻪ ﻭﻳﮋﻩ ﺩﺭ ﺩﻭ 
ﺑﻌﺪ ﻋﻤﻠﻜﺮﺩ ﺟﺴﻤﺎﻧﻰ ﻭ ﻣﺤﺪﻭﺩﻳﺖ ﺍﻳﻔﺎﻯ ﻧﻘﺶ ﻧﺎﺷﻰ ﺍﺯ ﻣﺸﻜﻼﺕ 
ﻫﻴﺠﺎﻧﻰ، ﺍﺳﺖ؛ ﻛﻪ ﺍﻳﻦ ﺗﻐﻴﻴﺮ ﺍﺯ ﻃﺮﻳﻖ ﺗﺄﺛﻴﺮ ﺑﺮ ﺑﺎﻭﺭﻫﺎ ﻭ ﻧﮕﺮﺵ 
ﺑﻴﻤﺎﺭﺍﻥ ﺩﺭ ﻣﻮﺭﺩ ﭘﺎﻳﺒﻨﺪﻯ ﺑﻪ ﺩﺭﻣﺎﻥ ﺑﻪ ﺩﺳﺖ ﻣﻲ ﺁﻳﺪ.
ﺳﭙﺎﺳﮕﺰﺍﺭﻱ
ﺍﻳﻦ  ﭘﮋﻭﻫﺶ  ﺑﺮﮔﺮﻓﺘﻪ  ﺍﺯ  ﭘﺎﻳﺎﻥ ﻧﺎﻣﻪ  ﻣﻘﻄﻊ  ﻛﺎﺭﺷﻨﺎﺳﻰ ﺍﺭﺷﺪ  ﺁﻣﻮﺯﺵ 
ﺑﻬﺪﺍﺷﺖ ﻳﻜﻲ ﺍﺯ ﻧﻮﻳﺴﻨﺪﮔﺎﻥ، ﻓﺮﻳﺪﻩ ﺍﺳﻤﺎﻋﻴﻠﻲ، ﺍﺳﺖ ﻛﻪ ﺑﺎ ﺣﻤﺎﻳﺖ 
ﻣﺎﻟﻰ ﻣﻌﺎﻭﻧﺖ ﭘﮋﻭﻫﺸﻰ ﺩﺍﻧﺸﮕﺎﻩ ﻋﻠﻮﻡ ﭘﺰﺷﻜﻰ ﺑﻮﺷﻬﺮ ﺍﻧﺠﺎﻡ ﮔﺮﺩﻳﺪ. 
ﺑﺪﻳﻦ ﻭﺳﻴﻠﻪ ﻧﻮﻳﺴﻨﺪﮔﺎﻥ ﺑﺮ ﺧﻮﺩ ﻻﺯﻡ ﻣﻰ ﺩﺍﻧﻨﺪ ﺍﺯ ﻛﻠﻴﻪ ﺑﺎﻧﻮﺍﻥ ﻣﺤﺘﺮﻡ 
ﺷﺮﻛﺖ ﻛﻨﻨﺪﻩ ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﻛﻪ ﺑﺎ ﺻﺒﻮﺭﺍﻧﻪ ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺷﺮﻛﺖ 
ﻛﺮﺩﻧﺪ ﻣﺮﺍﺗﺐ ﺗﺸﻜﺮ ﻭ ﻗﺪﺭﺩﺍﻧﻰ ﺭﺍ ﺑﻪ ﻋﻤﻞ ﺁﻭﺭﻧﺪ.
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